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BerorE considering this second series of tables of cases of primary 
cancer of the Fallopian tube, I will relate a case in my own operative 
practice. From the dates in the following report, it will be seen 
that I have not published it until after prolonged deliberation. 

M.M., aged 60, a laundress, single, was sent to me on February 
16, 1899, by Dr. D’Olier, of Arundel, on account of a large 
abdominal swelling. The patient stated that she had first noted it 
five months previously, and that it had increased rapidly, especially 
during the last three weeks before I examined her. It had also 
become very painful, particularly on the right side, and there was 
dysuria. The urine was of high specific gravity and loaded with 
urates. Early in January Dr. D’Olier opened a suppurating cavity, — 
resembling a sebaceous cyst, in the posterior fornix. 

The patient looked much older than sixty, but was not cachectic. 
The abdomen was considerably distended by a very tense tumour 
which reached nearly to the ensiform cartilage. The girth at the 
umbilical level was 31} inches, and three inches lower 33 inches; the 
distance from the ensiform cartilage to the umbilicus was 6 inches, 
from the umbilicus to the pubes 83 inches. The fundus of the uterus 
could be defined immediately above the pubes in front of the tumour. 
The uterus was displaced a little towards the right, and the tumour 
descended into Douglas’s pouch and the left fornix; the right was 
free. 

The patient was a unipara. The catamenia had ceased at about 
the age of forty-seven. The patient informed me that a regular show 
of blood began again when she was fifty-seven, and that the last 
show was observed about six months before I first saw her. There 
was no rise of temperature or pulse, but the patient suffered from 
two rather acute attacks of abdominal pain on February 17 and 21. 
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Operation. On February 23, 1899, I operated, with the 
assistance of Mr. Targett. The abdominal incision exposed a cyst 
with dull white, very vascular walls, containing several pints of a 
reddish-brown fluid with cholesterine crystals. After excising some 
adherent omentum, I enucleated the cyst from the left broad 
ligament which it had opened up very deeply; I noted that the 
uterine part of the left Fallopian tube ran over its upper surface and 
contained papillomatous masses. Some growths in the lowest part 
of the cyst had perforated its wall and grown over the back of 
the uterus and Douglas’s pouch. There were strong adhesions 
between the capsule and the intestines inferiorly, and the sigmoid 
flexure ran on the capsule. The uterus was not enlarged and the 
right appendages had undergone senile atrophy. There was much 
oozing. I closed the greater part of the capsule by suture and 
packed its cavity with iodoform gauze, removed on the second day. 

The case looked very unpromising, but the patient rallied from 
the operation and returned home in fairly good health and quite free 
from pain or dysuria about a month after the operation. Dr. D’Olier 
informs me that she died of a recurrence of cancer internally, 
apparently, as far as can be ascertained, within two years of the 
operation. 

Descriptions of the Parts Removed. I examined the amputated 
parts immediately after the operation, and found that the uterine 
portion of the left Fallopian tube ran into the cyst, and not over it, 
as in the case of a “ parovarian cyst.” Mr. Targett, who had assisted 
me at the operation, made a thorough examination of the tumour, so 
that every part was investigated. This involved the destruction of 
the specimen, but a complete inspection of its morbid histology was 
more important than its preservation. The sections were made in 
the laboratory of the Clinical Research Association. Mr. Targett 
preserved for me a slide showing the papillomatous growth invading 
the tubal wall, with the following note :-— 

“This section is made from the least dilated portion of the 
Fallopian tube, and it shows the lumen filled with a villous growth 
almost as large and delicate as a fimbriated papilloma of the bladder. 
However, the evidence of malignancy in the section rests on the 
presence of certain solid ingrowths into the lumen, and definite foci 
of invasion of the muscular coat of the tube. The disease must 
therefore be described as a primary villous carcinoma of the 
Fallopian tube, with secondary infection of an ovarian cyst, 
lymphatic glands, uterus, etc.” (See Figs. 1 and 2.) 

The ovarian cyst did not bear more than a few patches of 


papilloma, although one had perforated its walls and infected 
adjacent parts. 


As its date, 1899, will testify, I have delayed for years the 
publication of this case, just as I followed up for years the Wells- 


j 
| 
| 
' 
i 
i 


AUTHOR’S CASE OF PRIMARY CANCER OF THE FALLOPIAN TUBE. 


Fic. 1. Section of the wall of the Fallopian tube. <A villous growth, almost as 
delicate as a fimbriated papilloma of the bladder, springs from the mucosa. The long 
gap in the muscular wall lined with a similar growth probably indicates an involution 
of the mucosa independent of malignant changes. 


Fic. 2. Another section taken from the tubal wall near the former, showing a 
definite focus of invasion of the muscular coat of the tube by solid ingrowths from 
the villous growth on the mucosa. 
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Bickersteth case of papilloma of the tube in order to make sure that 
it was not malignant.* I particularly did not wish to rush into 
print, the more so as having written several papers on primary cancer 
of the Fallopian tube, it might be thought that I was too eager to 
add, under my own name, a case hurriedly investigated and of 
doubtful authenticity. I left the examination to Mr. Targett, who 
had noted the relations of the tumour when he assisted me in 
removing it, and who examined it with great care, without bias and 
taking nothing for granted. Since then I have studied and reviewed 
the work of others; I have particularly borne in mind Zangemeister’s 
advice about care in investigating the primary source of a papillo- 
matous new growth when it involves both the tube and the ovary. 
After these ten years of deliberation I have come to the conclusion 
that I may feel justified in adding my case to the first hundred of 
reported instances of primary cancer of the Fallopian tube. 

My attention, whilst from time to time I studied this case, was 
turned to some observations by the late Professor Pfannenstiel on 
two cases of tubo-ovarian cyst which, very probably, were identical 
with my own,} but the primary seat of the malignant tumour is 
doubtful in both. In the first, the patient, whose age is not given, 
had a large unilateral tubo-ovarian cyst, as big as a child’s head. 
The Fallopian tube opened widely into the ovarian part of the cyst. 
A big mass of new growth, papillomatous adeno-carcinoma, projected 
from the ostium of the tube into the ovarian cavity, but, excepting 
close to the tube, there were no malignant growths on or in the walls 
of that cavity. The patient died a year later, after an operation for 
the removal of some cancerous supra-clavicular glands. In 
Pfannenstiel’s second case the patient was a nullipara, aged 58. 
She was the subject of bilateral tubo-ovarian cyst. The cysts were 
remarkably symmetrical in character; the ovarian portion was 
unilocular. The orifice of the Fallopian tube was distended by a 
mass of malignant papilloma as big as a walnut, which projected 
into the ovarian portion of the tumour, which bore a few minute 
papillomatous growths. The patient, let it be remembered, died 
eight weeks after the removal of these malignant cysts, and then the 
uterus and also the stomach were found to be the seat of cancer. 

Pfannenstiel reasonably concludes that, as far as the tubo-ovarian 
cyst is concerned, the cancer originated in the tubal portion in both 
his cases. In the first the tube was very probably the primary seat 
of the growth, but in the second it might well have been infected 
from elsewhere. Still it might, after all, have been the primary 
seat. Unfortunately the clinical history is somewhat defective, nor 


*The patient was living twenty-three years after the operation. See “Diseases 
of the Fallopian Tube” in Allbutt and Eden’s System of Gynecology (1906), p. 504. 
7 Pfannenstiel, “Die Erkrankungen des Eierstocks und des Nebeneierstocks,” 
Veit’s Handbuch der Gyndkologie, Vol. iii, Pt. 1 (1898), p. 406. 
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are notes of the operation published. In my own case I made notes 
immediately after the removal of the tubo-ovarian cyst, and, as 
above related, all appearances implied that the new growth had 
arisen in the cyst and was only beginning to invade neighbouring 
parts, whilst dissection of the cyst indicated that the primary seat 
was the tubal mucosa. 

[Since this communication was sent to the press two important communications on 
tubal cancer have appeared, namely: Boxer, “Beitrag zur Kenntnis des Tuben- 
karzinoms,” Monatsschr. f. Geb. u. Gyn., Nov., 1909, of which an abstract appears on 
p. 57 of this number of the Journal; and Bryden Glendining, ‘‘ The spread of 
Carcinoma by the Fallopian Tube,” in this number of the Journal, p. 24.] 


ANALYSIS OF THE SECOND TABLE. 


The total in my “ Table of over Fifty Complete Cases,” already 
published in this Journat [vol. vi, p. 285] amounted to 62, including 
Nos. 54 to 62, which had been submitted to my notice too late for 
their inclusion in the Tables, but were given in abstract. Primary 
sarcoma, primary mixed tumours and chorionepithelioma* are not 
included. 


The remainder, here tabulated, amount to 38. I will now add 
a summary of the tables, in continuation of that which I included in 
an article, “‘ Diseases of the Fallopian Tubes,” which appeared in the 
second (1906) edition of Allbutt, Playfair and Eden’s System of 
Gynecology. The summary (p. 510 et seq.) will serve not only for 
the article in the System, but also for the Tables in the JourNAL, on 
which in fact they were founded. 

Age. In the 38 cases here tabulated, 10 of the patients were 
between 45 and 50 years of age when the disease was detected; 
7 between 50 and 55; and 5 between 55 and 60. On the other hand, 
6 patients were between 40 and 45. Thus, as has already been 
observed, primary cancer of the tube is most frequent at and for a 
few years after the menopause. Two patients (No. 73 and 100) had 
passed their sixtieth year—in the earlier table Nos. 35 and 38 were 
older—the former (Pawlik and Novy) being 70. Three patients 
were between 35 and 40; there were 4 of that age in the earlier 
tables. Lastly, excluding 3 where the age is not recorded, there are 
2 under 30, namely, No. 71, age 29, and No. 88, only 27 years of age. 
This is the “ record” case, the minimum age in the entire 100. 

Catamenial History. As before, the record of this important 
factor is so inaccurate in a large number of the cases as to be of no 
value for the present purpose. 


* See Risel, “ Zur Kenntniss des primaren Chorionepithelioms der Tube,” Zeitschr. 
f. Geb. u. Gyn., Vol. lvi (1905), p. 154, with 5 of vesicular mole in the tube. See also 
Zentralbl. f. Gyn. (1905), p. 1827; and Dr. F. J. McCann, “Sarcoma of the Meso- 
salpinx,” Proc. Roy. Soc. Med., Vol. ii, Obst. Sec., p. 188. 
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Fertility. No less than 19 patients had been once or oftener 
pregnant, 8 were reported as stevile, and in the remaining 11 there 
is no record. Most probably, as the first table indicated, parous 
women are the most subject to the disease in question. 

Duration of Symptoms. In 1 case (No. 67) the symptoms had 
not been observed for over one month; in 2 (Nos. 73 and 82) they had 
been noted for about 6 weeks; in 3 (Nos. 68, 78 and 81) for about 
3 months; in 2 for about 4 months; in 6 for about 6 months; and in 
8 for about a year. In 2 (Nos. 69 and 90) there was a definite and 
very important history of one special symptom, menorrhagia and 
watery discharge for 3 years. In most of the other cases, even 
excluding ten where no report is given, the information under this 
heading is quite unreliable; thus in No. 87 and No. 92 the special 
symptoms were masked by an ovarian and a uterine tumour respec- 
tively. 

Pain. In 25 out of the 38 cases there was pain, in 9* no pain, 
and in 4 there is no mention of this symptom. In 4 out of the 25 
painful cases the pain was acute (Nos. 69, 72, 74 and 86). The 
cause, let it be remembered, was not uniform. In No. 72 the cancer 
had extended to the rectum and the pain occurred during defecation. 
In No. 74 there were distinct attacks, and the tubes contained dark 
fluid. In No. 86 coagula were passed, and the diseased tube formed 
a big cyst. Lastly, in No, 69 there was watery discharge, so that 
pain was present in only 1 of the 10 cases in this table where 
watery discharge was noted. Turning to the first table, pain was 
present in 13 (Nos. 3, 6, 9, 15, 20, 25, 28, 30, 31, 35, 55, 58 and 62) 
of the 17 where there was discharge of this type, and it was acute in 
Nos. 15, 20, 25, 31, 55 and 62. No mention is made of pain in 
Nos. 2, 23 and 59, nor-in 45 where a uterine fibroid was present. In 
No. 2, which I described myself in 1888, the patient made no 
complaint of any pain excepting at the periods, and the watery 
discharge had continued for three years—indicating papilloma 
becoming malignant. Thus we may conclude that the cardinal 
symptom of primary cancer of the tube involves pain when there is 
any obstruction to the escape of the watery fluid secreted by the new 
growth, as in No. 74, and in the great majority of the seventeen in 
the first table. No. 86, where coagula were passed, with pain, may 
have been of a kindred type, but there is no mention of watery 
discharge, and it is not certain that the hemorrhage was not 
uterine. 

Presence of a Swelling. In all the 38 cases excepting Nos. 73, 
76, 80 and 97 a swelling of some kind was noted, ranging from a 
distinct resistance in one of the lateral fornices to an abdominal 
tumour, but in several instances there was an ovarian or uterine 


* Including No. 76, where there was ascites. 
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tumour as well. In Nos. 73, 80 and 97 there probably was no 
difficulty in defining a swelling, but the fact was not reported. 
Lastly, in No. 76 there was ascites, masking several other symptoms. 
The patient was of intemperate habits, and cirrhosis was suspected, 
but the liver showed no signs of disease when inspected at the 
operation. The effusion into the peritoneum was certainly due to 
the new growth. This case is of unusual clinical interest. 

Discharge is the most important of all the symptoms, granting 
that there is clearly a tumour more or less distinct from the uterus. 
It was free and watery in no less than 10—namely, Nos. 68, 69, 70, 
79, 80, 84, 87, 88, 90 and 91. Let it be remembered that sanious 
watery discharge was noted in No. 2 in the first table, and also in 
Nos. 3, 6, 9, 15, 20, 28, 25, 28, 30, 31, 35, 45, 55, 58, 59 and 62, 
making 17 in all, which, added to the 10 in the new tables, makes 
up 27. Thus in over twenty-seven per cent. of recorded cases of 
primary cancer of the Fallopian Tube free watery discharge was a 
marked symptom. “ Over” must certainly be written down for the 
sake of accuracy, as in No. 48 “ sanious discharge ” and in Nos. 60 
and 61 “ free leucorrheea ” was registered, which means that one or 
more of the 3 should probably come under this category, whilst in 
other instances the symptom must have escaped record. More is said 
here on this subject under the heading of “ Pain” and “ Ascites ” ; 
under the latter mention is made of Violet’s doubtful case where the 
discharge was jelly-like. 

Fibroid Tumour of the Uterus. This complication occurred in no 
less than 4 cases, namely, Nos. 64, 80, 82 and 92. In the former 
tables 5 such cases were included, making altogether 9 per cent. 
This interesting combination of the two forms of new growth in 
adjacent parts was first reported by Ries in an article on “ Primary 
Papilloma and Primary Carcinoma of the Fallopian Tube,” in the 
Journal of the American Medical Association, Vol. xxviii (1897), 
p. 962. Watkins, of Chicago, removed the tumour and the fibroid 
uterus (No. 18, first table). Ries figures the parts removed. Mr. 
Bland-Sutton figures a case in his own practice in an interesting 
“Contribution to the Surgery of the Uterus,” in the Clinical Journal, 
April 2, 1904 (No. 50, first table). 

Cystic Tumours of the Ovary (exclusive of tubo-ovarian cyst) 
complicated 4 cases in this table, namely, Nos. 86, 87, 89 and 96. 
There were 7 in the old table, therefore the total will amount to 
10 per cent. 

Ascites. Thiswas noted in two cases only, Nos. 67 and 76. As there 
were metastatic deposits inthe parietal peritoneum and the serous coat 
of the uterus, which might account for the ascites, we cannot feel 
certain that either case was similar to Le Count and Newman’s (No. 
37, old table); where the ostium of the tube was patulous, so that the 
tumour was the malignant homologue of Spencer Wells’s case of 
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innocent papilloma of the tube which I reported in 1879, the patient 
being alive when last heard of twenty-three years after the operation. 
Thus, while free watery discharge from the vagina was recorded in 
27 per cent. of the 100 cases here collected, evidence of peritoneal 
effusion caused by escape of discharge from the tube into the 
peritoneal cavity is only to be found in one case of primary cancer 
of the Fallopian tube, although it was a marked symptom in the 
first instance of innocent papilloma of the tube recorded in full. 
That is to say, the ostium as a rule becomes closed very early when 
the tumour is malignant. As there are 4 cases in the first table 
where ascites is recorded and only 2 in this table, the percentage will 
be 6—much lower than might be estimated on a priori reasoning. 
For the tumour is generally villous or papillomatous, and it is well 
known that a free growth of this kind developed on the surface of 
the ovary, tube or mesosalpinx will cause free intraperitoneal effusion 
even when its proportions and extension are still very limited. 

Violet’s remarkable case, which was probably a myxo-sarcoma, 
and is therefore excluded from the charmed circle of the tables and 
related below separately, must always be borne in mind in relation to 
ascites and free discharges in association with tubal tumours. In 
this instance the pink, sticky jelly was discharged both into the 
vagina and into the peritoneal cavity. 

History of Pelvic Inflammation. There was a distinct history of 
pelvic inflammation in 9 cases—Nos. 65, 70 (12 years’ duration), 74 
(gonorrheeal), 77, 80, 84, 85 (gonorrheal), 88 (puerperal) and 95. 
Besides these 9, we must add, as suspicious, 12 cases where the 
new growth was found in dilated tubes, nearly always the result 
of inflammatory changes, namely, 71, 73, 75, 76, 78, 79, 81, 82, 84 
(pyosalpinx), 86, 90 and 92. The opponents of the theory that 
primary cancer developes in tubes the seat of old inflammatory 
changes would maintain that the new growth is the cause, not the 
sequence of these changes. In 17 there was no reliable clinical 
history. 

In May, 1899, I stated that “ Papilloma of the Fallopian tube 
appears to have an inflammatory origin. . . . The papillomatous 
vegetations may undergo malignant degeneration. In short, cancer 
of the tube appears to spring from papilloma of the tube.” Singer 
and Barth in 1895 declared that primary cancer of the tube always 
developes at the seat of a chronic and most frequently suppurative 
salpingitis for long quiescent. Orthmann (see reference Nos. 77 
and 78 in the table), after a review of 84 cases, came to a similar 
conclusion. I have dwelt on that authority’s views in an abstract 
notice of his review of the series of instances of primary cancer then 
known to medical literature, in the Journat, Vol. xi, 1907, p. 72. 
Altogether, now that over 100 cases are at our disposal, the inflamma- 
tion theory seems to be the most reasonable, though Zangemeister, 
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Witthauer, Stolz and others are probably correct when they deny 
that inflammatory changes invariably precede the development of 
tubal cancer. Yet the most recent researches (Boxer) greatly favour 
the older theory. 

Unilateral or Bilateral. In 12 cases the tumour was reported as 
bilateral; of the cases registered as unilateral, the right tube was 
affected in 10, the left in 12. Two others were unilateral, but the 
side was not recorded. In 2 no statement is made. In the old table 
the bilateral cases amounted to 24, therefore the proportion in the 
two tables combined will be 36 per cent. On the other hand, the 
relative frequency of cancer in the right tube (20) and in the left (17) 
in the old table is the reverse of that in the new table, and it is 
highly possible that in more than one case the disease in the opposite 
tube was overlooked. One fact remains certain, cancer of the tube 
is bilateral in over one-third of all cases on record. 

Pathology of the Tumour according to reported Cases. 

Ten are reported as “ cancer” simply—Nos. 68, 70, 71, 72, 73, 81, 
87, 95, 98 and 99. 

Twelve, “papillary” or “papillomatous cancer”—Nos. 63, 64, 66, 
67, 69, 74, 75, 78, 80, 83, 88 (“ encephaloid ”’) and 96. 

One, “ primary villous carcinoma ”—No. 100. 

Three, “epithelioma”—Nos. 86 (papillomatous), 89, 92 (infiltrating 
atypical). 

One, “ atypical proliferation of epithelial cells ”’—No. 665. 

Four, “adeno-carcinoma”—Nos. 84, 85 (papillomatous), 93 (ditto) 
and 94. 

Two, “alveolar carcinoma ”’—Nos. 76 and 77 (papillomatous). 

Two, “ cylindrical epithelioma ”—82 and 91. 

One, “ closely packed spheroidal cells in long columns ”—No. 97. 

One, “ perithelioma ”—No. 90. It is possible that this tumour 
was a sarcoma; Gosset himself was of this opinion, but the drawing 
of the tumour laid open suggests that it was an advanced cancer 
invading the walls. The original paper, quoted under No. 90 in the 
table, deserves study. 

One papilloma showing no signs of malignancy under the micro- 
scope, yet rapid recurrence after removal by operation, No. 79. 
This tumour may be compared with Kaltenbach’s (No. 3, first table), 
which also proved malignant, and with the case of papilloma of the 
tube, which I described in 1879, associated with formidable 
symptoms, yet quite innocent, as was proved by its after-history. 

Treatment. Eight were treated by “hysterectomy,” the precise 
nature of the operation not being given—Nos. 63, 74, 80,* 81, 86,t 
90 and 95 (“a radical abdominal operation”). In No. 93 the removal 
of the uterus was a secondary operation. 


*In Nos. 64, 80, 82 and 92 there was fibroid tumour of the uterus. 
+ Suppurating ovarian cyst in this case. 
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One uterus removed by hemi-section—No. 70. 
Six, “total hysterectomy ”—Nos. 72 (described as Wertheim’s 
operation), 64,* 82,* 83, 92* and 94. 

Eighteen, removal of cancerous tube or tubes only—Nos. 65, 66, 67, 
68, 69, 71, 73, 75, 76, 77, 78, 79, 84, 85, 91, 97, 93 (subsequent 
hysterectomy) and 99. 

Four, ovariotomy and removal of the diseased tube—Nos. 87, 89, 
96 and 100. 

One, apparently no operation—No. 98. 

Thus all but one case certainly underwent operation. 

Results. Out of the 8 cases operated on by “ hysterectomy ” 
(without any note of the method of operation) none were fatal; in 5 
the report was not reliable—Nos, 81, 88, 90, 95 and, lastly, 86, in 
which instance the patient died 14 months after the operation from 
an accident. It appears that she was in good health at the time. 
In 1 case there was no recurrence at the end of 8 years, and the 
patient was under the care of so reliable an authority as Zweifel. 
In 2 there was relatively late recurrence—three years in No. 80, 
and thirteen months in No. 74. In addition to these cases, hysterec- 
tomy was performed as a secondary operation in No. 93, four months 
after removal of both tubes. The patient died shortly after the 
removal of the uterus. 

There is no after-history to case 70, where the uterus was removed 
by hemi-section. 

Out of the 6 total hysterectomies no case died of the operation. 
Recurrence was speedy in 2—No. 64 (4 months) and No. 83 (death 
33 months after operation). To these must be added 1 case where 
Wertheim’s operation and excision of the rectum was performed; 
sudden death occurred eleven months later, but it is not certain that . 
it was due to recurrence. In 2—No. 82 and 94—there was no after- 
history. Lastly, in 1 case there was no sign of recurrence ten 
months after the operation. 

Out of the 18 cases of removal of the tube or tubes only, there 
were 2 deaths from the operation—Nos. 69 and 99; in 2, there was 
fairly long immunity-—No. 75 living for 2 years and 1 month, No. 85 
for 3 years and 1 month. Two were free from recurrence about a 
year after operation—Nos. 71 and 73. In 9 recurrence was speedy— 
Nos. 65, 66, 68 (where, it must be remembered, metastases were 
found at the operation), 76, 77, 78, 79, 91 and, lastly, No. 93, where 
hysterectomy was performed four months later. In 3 there was no 
reliable report—Nos. 67, 84 and 97. 

Out of the 4 ovariotomies, recovery was speedy in 2—Nos. 87 and 
100; indeed there were metastases, not believed to be malignant at 
the time, observed at the operation. In 2—Nos. 89 and 96—there 
was no reliable after-history. 

Thus, there were only 2 deaths, which, added to 4 in the first 
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table, makes a mortality of 6 per cent., but it is not certain that one 
or two more, where no statement of the result of the operation was 
published, recovered. Taken as a whole, the after-histories are, on 
the other hand, unsatisfactory, as might be expected in a disease not 
easy to diagnose. Yet, as these tables show, primary cancer of the 
Fallopian tube is clearly not a malady of extreme rarity. As in at 
least 27 per cent. of all cases distinct and more or less free watery 
discharge was present, it is clear that when that symptom is found to 
be associated with a pelvic or abdomino-pelvic tumour, that an 
exploratory operation should be performed, and that if a tumour of 
the tube is detected the uterus and the remaining appendages should 
be removed as well as the affected tube. 


ADDENDUM. 


Since the present table was completed and the appended analysis 
prepared, I have received the original report of the following case. 
It has been referred to, without any details, by some recent German 
authorities, and I have not found an abstract of the case in any 
British or foreign medical work or newspaper. I therefore add the 
case to those tabulated, as chronologically it is older than several 
others in the table, and, besides, it is well reported by the author, 
who also adds drawings to his thesis. (Z. Danprtsx1, “ Primires 
Tubencarcinom,” Inaug. Dissert., Wiirzburg, 1907). 

The patient was a married woman, aged 64 (sic). The periods 
had been normal; the date of the menopause is not given. At the 
age of forty she aborted at the sixth month, and two years later she 
was delivered normally of a child at term. The puerperium was 
uncomplicated. At the age of forty the patient had an attack of 
some inflammatory affection. Three years later she was troubled 
with severe pain in the right side of the abdomen and sacro-pelvic 
region, which had lasted two months when she consulted Dandelski. 
He could define a tumour of the size of a fist in Douglas’s pouch and 
the right fornix, and a small mass as big as a hen’s egg in the left 
fornix. The patient was kept under observation for over a year. 
In the meantime a kind of catamenial period seems to have set in; 
there were attacks of pain and frequent vomiting, without emaciation 
or hemorrhages. The pelvic swellings do not appear to have 
increased greatly in size. Dandelski* operated on June 25, 1906. 
The outer part of the right tube was dilated into a big cyst, torn 
during separation from deep pelvic adhesions. A quantity of yellow 
serum escaped, and it was found full of a medullary papillomatous 
mass. It was amputated, and as on inspection the left tube was 


*Or Professor Hofmeier. It is not quite clear who was the operator. No 
hospital and no names are mentioned in the report, but the author thanks Prof. 
Hofmeier, at the end of the thesis, for assisting him in his labours. 
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found dilated to the size of a pigeon’s egg close to its uterine 
insertion, the uterus was also amputated, above the cervix, with the 
left tube and the right ovary. The left ovary was very small and so 
strongly adherent to deep pelvic structures that it was not removed. 
The operation was performed under stovain anesthesia. There was 
diplopia on the ninth day, but no febrile reaction during 
convalescence. On October 8th, 1906, the patient was examined. 
There was no evidence of recurrence, and the stump of the cervix 
was movable. It appears that the patient was in good health early 
in 1907. 

The microscopic appearances of the papillomatous growths which 
sprang from the mucosa of the dilated portion of both Fallopian 
tubes are described in full, and Dandelski concludes that the new 
growth was a papillomatous adeno-carcinoma. There was no evidence 
of sarcoma. He adds that these tubal cancers usually tend to 
develop as papillary masses because they grow towards the lumen of 
the tube and are slow to invade the deeper structures in the tubal 
walls. The uterine mucosa showed evidence of endometritis diffusa, 
but no metastases could be detected. 

The clinical report and the remainder of Dandelski’s thesis are of 
high value, and the author includes some instructive tables, but 
there are misleading inaccuracies, especially in the quotations from 
American sources, clearly at second-hand. Thus Watkins™ case is 
given twice—under Ries and under Watkins—and without full 
details, such as the important fact that the uterus was the seat of a 
fibroid tumour. Boldt’s is also included. The entire report given 
in the New York Medical Record, Vol. lii (1897), p. 66, informs us 
that Dr. Boldt exhibited, at a meeting of a medical society, a 
Fallopian tube and ovary removed on “that day” per vaginain. . 
The tube was suspected to be the seat of ectopic gestation, but a 
pathologist “thought it was cancer of the tube, in all probability 
primary.” Lastly, in Dandelski’s case, the age of the patient, 64, 
must be a misprint for44, as there is reference throughout the clinical 
report to the periods, as though their presence was nothing remark- 
able, whilst in the author’s summary about the age of reported cases 
he makes no mention of his own, although he expresses his doubts 
about the authenticity of Pawlik and Novy’s (No. 35 in my own 
series) where the patient was 70. 

Malignant Myzoma. The following caset must not be overlooked 
by British and American workers. Unfortunately no report of the 
microscopic appearances of the growth has been published. 

The patient was 59 years of age. She had borne four children, 
the last thirty years ago. The menopause had been established for 
two years, before which time there had been menorrhagia. The 

* No. 18 in my own tables, Ist series, No. 24 in Zangemeister’s. 

+ Violet, “Tumour maligne de la Trompe,” Lyon Médical, May 22, 1904, p. 1028. 
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puerperia were all normal, and there was no history of pelvic 
inflammation. The patient was admitted into hospital complaining 
of free discharge of a pink, glairy and sticky fluid. There was 
ascites, and the uterus was enlarged, the fundus rising above the 
pubes, its surface was irregular. A tumour, as big as an orange, lay 
to its left. The patient at first refused operation, and was kept under 
observation for three months. During that space of time there were 
three attacks of hemorrhage, two very severe, about 120 grammes 
being lost on each occasion. On several other occasions quantities 
of the pink, sticky fluid were expelled from the vagina; it resembled 
semi-liquid currant jelly. At the end of the three months the patient 
begged that something should be done. The peritoneal cavity was 
distended with the pink sticky fluid, which also had been discharged 
externally; the serous membrane itself and the intestines bore no 
new growth. The tumour was removed; the right uterine appendages 
were found to be healthy, but the uterus clearly contained no new 
growth. The patient’s condition, however, was so unsatisfactory 
that the operator did not attempt a hysterectomy. The tumour 
looked like a kidney; it consisted of the outer part of the left 
Fallopian tube greatly distended, and bearing a new growth of 
unusual appearance in its interior. This growth seemed made up of 
vesicles mostly of the size of currants, with others as big as walnuts 
developed by fusion of smaller vesicles. All contained the pink 
sticky fluid which had entered the peritoneal cavity and been 
discharged externally. Violet found that it was a malignant tumour 
undergoing myxomatous degeneration, but the promised microscopic 
report has never, it appears, been published. The growth was 
possibly a sarcoma. There seems little doubt, judging from what we 
know of free watery discharge in genuine cases of primary tubal 
cancer, that the tube was the primary seat of this doubtful new 
growth, but unfortunately the uterus could not be examined. 


Cases Incomplete, or References not at Hand. 

Lvow, “ Wratsch,” No. 35, 1903. Patient aged 50. Papillo- 
matous cancer of the left tube; recurrence six months and a half 
after its removal. 

Rocue, “ Carcinome primitif de la trompe, utérus fibromateux,” 
Journal de Méd. de Bordeaux, March 1, 1903. Patient, aged 44, 
subject for some time to pains in the left side of the lower part 
of the abdomen. Removal of both tubes; they were greatly dilated, 
and the left bore a cancerous growth. 

D’Anna and Borena. I have not been able to procure the 
original reports of the cases published by these Italian authorities. 
Stolz includes the name only of D’Anna in his well-known mono- 
graph; Dandelski gives no more than that name, and does likewise 
in the case of Borgna. For the benefit of future workers who may 
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get at back numbers of two Italian papers in foreign libraries (I 
have failed to find them in London), I will give the references: 
D’Anna: “Epithelioma primitivo della Tromba.” “ Archivio e 
Atti della Societa italiana di chirurgia” (1896), pp. 699 and 707. 
Borena: “ Un caso di epithelioma primitivo della Tuba.” “ Giorno 
di Gin. et di Ped. Torino,” No. 24, p. 394-400. 

Lastly, space forbids me to dwell on Innocent Papilloma, 
Sarcoma and Chorionepithelioma of the Fallopian tube. Since the 
publication of Singer and Barth’s, Macrez’s and Quénu and 
Longuet’s tables, Tédenat has reported two cases of papilloma, 
apparently innocent, together with No. 74 in this table, Future writers 
on this type of growth must not omit Watkins’s second tubal tumour 
reported by Ries (together with No. 18 in the older table). Violet’s 
remarkable myxomatous tumour is noted above; it was probably a 
sarcoma. No. 90 in this table (Gosset) may be a sarcoma. Since 
Risel, a case of primary chorionepithelioma of the Fallopian tube 
has been published by Ushkoff in the Moscow Med. Obozren, 
Vol. lxxvii (1907), p. 869, but I have not been able to obtain the 
report. Lévqvist’s case was published in our pages, in abstract, 
in December, 1909. A note of Franz’s case of lymphangioma of the 
tube will be found in the Journat for November, 1909, p. 353. 
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Age, Children ; Side of 

No. married menstrua- of Chief symptoms. symptoms Operation ; Result. 
or single tion tumour before 

operation. 


63 47 5children; R. Crampy hypogastric pains,chiefly 1 year Supravaginal hysterectomy, both 
M. 


catamenia left side; tense elastic swelling removed ; free fluid, 
regular size of man’s head in right side abundant adhesions. Recovery, cane: 
pelvis and Douglas’s pouch free from recurrence 8 year appe 


after operation 


64 51 Menopause R. __ IIl 4 years. Irregular mass about Total abdominal hysterectomy, 
2 years and size of apple rose above pubes “right salpingectomy, eft 

on left, behind it a fibroid odphoro-salpingectomy.” Re. 

connected with uterus covered; recurrence in para 

metrium 4 months later 


=r . 8 years’ stomatoplasty for right _ Excision in part of left tube, 


recently, hydrosalpinx, left hydrosalpinx seat of a new growth, right 

irregular fixed to abdominal parietes. appendage appeared normal; 2 theli 
Abdominal pains, ‘hernia of months later tumour _ nearly 
cicatrix, irregular uterine hem- reached umbilicus; exploratory 
orrhages operation; nothing could he 


done. Death 4 months later 


66 49 Menopause lL.  Dysuria, constipation, no bleed- _ Removal of a tubo-ovarian sac; 
a8 l year ing; soft tumour left side 1 year later, operation for re- 
ee pelvis, burst during bimanual currence; death shortly after. §@ ovat 


palpation 


67 45 lchild R.  Hypogastric pains; bilateral Pain Removal of both appendages 
M. menopause 8nd abdomino-pelvic tumour, ascites 1 month 


2children; R. Abdominal pain, sanious watery 3months Removal of both appendages; & 

8 years discharge; abdominal swelling metastases pelvic peritoneum on 
left side; tumour outer end 
right tube; 11 days later free 
fluid in peritoneum 


Menorrhagia, severe; intermen- 3 years Removal of appendages; 10 


strual pain—free watery dis- fibroids; uterus fixed and 
hagia L. charge. Mass right side pelvis, covered over by dilated left 
uterus displaced to left. Enema tube; right tube strongly ad- 
before operation caused hemor- herent. Death 84 hours after 


rhage per rectum; fistulous operation; no post mortem 
opening detected 


70 


28 


1 child R. Attack, pelvic inflammation 12 1 year Uterus removed by _hemisection 
and = years; 1 year hypogastric pains with appendages. Recovery 
L. and free discharge, watery, tea- 
coloured, odourless fluid ; uterus 
fixed; mass right fornix rising 
above groin, smaller mass left 
fornix 


Duration 
Left. 
pude 
canc 
teric 
65 37 Tum 
Prim 
botk 
68 50 om 
6941 Sterile; Lobi 
M. tub 
thr 
mal 
a Rigl 
size 
cho 
floy 
mu 


Doran: Cancer of Fallopian Tube 15 


Other parts involved. Reporter and reference 


Right tube formed a thin-walled No evidence of cancer elsewhere Zwei- 
tumour full of soft Le gael 


cancer; right ovary an 


Zangemeister, “Ueber primares 
appendages normal 


fel Tubencarcinom,” ‘Beitrige z. 
eft 


klin. Chirurg.,’ vol. xxxiv, p 
96 (1902) 


Left tube as big as a black- Anuf- 7Zd.,“Zur Kasuistik des primaren 
pudding, filled with papillary rief Tubenkarzinoms,” ‘ Monatsschr. 
cancer; incipient papillary can- 

cer right tube (myoma in an- 


f. Geb. u Gyn.’ vol. xx (1904), 
p. 753 
terior uterine wall) 


Tumour in left tube showing Speedy diffusion of the growth Tomson 7Zd., ‘La Gynécologie,’ Feb. 1905, 
atypical proliferation of epi- over pelvic organs B 70; ‘Journ. d’Obst. et de 
thelial cells yn. de St. Petersbourg,’ Nov. 

1904 


Left tube seat of a papillomatous Speedy diffusion after second Orth- 
cancer, beginning to infect the operation 
ovarian cyst into which it 


Id., ‘Zeitschr. f. Geb. u. Gyn.,’ 
opened 


mann vol. xliv, and ‘Monatsschr, f. 
Geb. u. Gyn.,’ April 1905, p. 571 


Primary papillomatous cancer of Metastases, (not papillary) 
both tubes 


in Pompe /7d., ‘Zentralbl. f. Gyn., 1905, p. 
ovaries and parietal peritoneum van 7 
Merder 
-voort 


Cancerous tumour as thick as a Metastases, serous and probably Keitler Zd., ‘Zentralbl. f. Gyn:” 1905, 
finger; ostium admitted asound visceral p- 630 


Lobulated medullary growth, left Rectum perforated 4 inches above 
tube; smaller growth 


Culling- Id. and Lockyer, “Carcinoma of 

visible anus by new growth, right tube woth the Fallopian Tubes.,” ‘Trans. 
through ostium, right tube; Obstet. Soc.,’ vol. xlvii, p. 263 
malignant papilloma both sides 


isection JPRight tube size of orange, left Ovaries healthy ~ Rollin 7d., “Epithélioma primitif des 
yery size of Tangerine, full of ; deux trompes de _ Fallope,” 
chocolate-coloured fluid; cauli- ies ‘Annales de Gyn. et d’Obstét.,’ 
flower masses springing from ia : July 1905, p. 486 
mucosa, cancerous 
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H Side 
or single tion tumour before 
operation. 
71 29 Sterile ; R. Dilated tubes and retroversion — Excision vermiform appendi 
_ regular and detected during examination for ventro-fixation of uterus, 
dysmen- L. cause of sterility; no pain nor moval of both tubes, resection 
orrhcea discharge of small cysts right ovary 
14 days later removal of utery 
left ovary and rest of righ 
ovary and some omentum; y 
recurrence 1 year later 
72 55 a R. Recent hemorrhages, severe pain ‘‘ For Wertheim’s hysterectomy; ef . 
on defecation; uterus enlarged, months” cision of 6 inches of rectun## 
mass right fornix recovered; died suddenly 
months later 
73 60 Ochildren; R. Abdominal pains, chiefly right “Some ,, Removal of appendages; 
M. menopause and _ side; no discharge of any kind weeks” covery; no sign of recurren 
8 years ie. 11 months later 
74 36 Ochildren; R. (Gonorrhcea 14 years); recently 9 months Removal of uterus and append 
M. (married and leucorrheea; attack of acute ages, resection of peritoneum of 
14 years) i. abdominal pain 2 months; Douglas’s pouch; recovered; 
tumour in each fornix, right death from recurrence 13 month 
tumour rising into iliac fossa later 
75 55 Menopause L. Hypogastric pains relieved by 4 ™months Removal of left appendages 
M. at 50 yellow discharge, temporarily ; small cysts left ovary and browge 
mass in left fornix ligament; recovery ; death from 
recurrence 2 years 1 month afta 
operation o 
76 8643 Sterile ; R. Slow abdominal enlargement, 5 months Removal of appendages, righ 
M. regular painless, marked ascites; cir- tube burst during extractiongg 
L. thosis of liver suspected much friable tissue escaping; i 
(alcoholic) floated in the ascitic fluid; leftiig 
tube similar, smaller, fixed; re 
covery; 3 months later ascite 
then patient lost sight of 
77 53 1 child, R. Senile colpitis, foetid discharge, A few Operation for hernia; removal of 
M. abortion; and pelvic pains; mass right fornix months both appendages; right tube 
menopause L. and Douglas’s pouch ; incarcera- hydrosalpinx, size of fist 
10 years ted umbilical epiplocele recovery ; recurrence 3 months 
78 49 Uncertain L. Bearing down pains; difficult de- 8 months Removal of left appendages: 
if ever fecation; to left of uterus tubo-ovarian cyst; cperation fo 
pregnant ; fluctuating tumour size of small recurrence 1 year 2 months 
menopause fetal head (burst during ex- later; mass removed frotl 
g l year amination) pelvis; death 8 months after 
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Character of tumour. Other parts involved. Operator. Reporter and reference. 


both tubes seat of primary Universal adhesions at first Hare Jd., ‘Boston Med. and Surg. 
carcinoma (Leary, Boston, U.S.) operation, but no metastases Journ.,’ May 25 1905 


Primary cancer of right tube Rectum invaded Cullen 7d., ‘Bulletin Johns Hopkins 
Hospital,’ Dec. 1905 


nmpilateral hydrosalpinx bearing Uterus invaded Fehling 7Zd., ‘Lehrbuch der Frauenkrank- 
cancer heiten, 38rd ed., p. 306; and 
private correspondence for clini- 

cal history 


oth tubes formed tumours bear- Pelvic peritoneum invaded ; after Tédenat Zd., ‘Archives provinciales de 
ing exuberant masses of malig- operation bladder perforated by Chirurgie,’ No. 3, 1906, p. 129 
nant papilloma, and dark fluid new growth 5 


ft tube obstructed and dilated, No metastases observed at time Schar- Doran, ‘Allbutt and Eden’s 


as big as small hen’s egg; of operation lieb System of Gynecology, 2nd 
malignant papillomatous p- 507, footnote 
on mucosa 


both tubes greatly dilated and Metastases on serous coat,. Zum Private correspondence (read 
filled with highly vascular soft uterus and parietal¢pérftoneym Busch before Hunterian Society, Nov. 
growth—alveolar carcinoma evidence of hepatic 1906) 

cirrhosis 


Papillomatous alveolar cancer in Universal adhesions, no meta- Orth- JZd., “Zur Kenntniss malignen 
right hydrosalpinx; incipient stases detected mann ‘Tubenbildungen,” ‘Zeitschr. f. 
cancer left tube Geb. u. Gyn.,’ vol lviii (1906), 


p. 395 . 


Dilated tube full of papillary Ovarian part of cyst showed a a ; 379 
inner w 
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Duration 
Age. Children : Side of 
No. married §menstrua- of Chief symptoms. symptoms Operation ; Result. 
or single tion tumour before 
operation. 
79 49 1 child R. (No history pelvic disease); pain 1 year Removal of tubes with left Cysti 
M. (29years); and left side abdomen about a year; = of right ovary (firmly ad. stuf 
menstrua- 6 months free escape fluid from erent in pelvis) ; left tube burst shov 
tion vagina; emaciation ; tumour half during extraction; recovered; und 
becoming way to umbilicus ascites developed; exploratory § Kalt 
irregular operation 9 months later ; diffuse 
malignant deposits; rapid de. 
velopment of ascites 
80 40 $ L. Vaginal discharge over 20 years, Many Abdominal hysterectomy ani Left 
menstrua- at first leucorrheeal, then serous, years removal of appendages, 1906; with 
tion ultimately profuse periodical subserous fibroid in uterus; in grov 
regular watery discharges; pains iliac 1909 mass in Douglas’s pouch ovar 
regions and metastatic growth on blad.% shov 
der 1906 
81 42 Sterile ; R. Perfect health, till recent irregu- 3 months Removal of uterus and append. Right 
M. menstrua- lar hemorrhage; hypogastric ages; cystic part of tumouw® fille 
tion tumour, rapid growth; no pain, burrowed very deeply in pelvis; ® carci 
regular? no discharge; tumour hard recovery ; patient lost sight of & from 
above pubes, fluctuating below, left 
in Douglas’s pouch pent 
ovar’ 
82 51 Qchildren; R. Menorrhagia; for several weeks 6 weeks Vaginal hysterectomy failed Solid 
M. menstrua- severe pain; roids adhesions) ; uterus and oylin 
tion diagnosed appendages removed from above , 
irregular multiple myomata; right tube, form 
a solid tumour adherent to 
fundus; left. hydrosalpinx 
83 57 child R. (No _ histor pelvic disease) ; Several Removal of uterus ap Right 
M. (33 years) recently ypogastric pains; months pendages; dense  adhesions§ alyec 
tumour each side uterus, right right, parametritis; 5 week mali 
larger; sanious leucorrhea for later pleurisy, bloody effusion posit 
8 days before operation paracentesis; death 35 month prow 
after operation; no post mortem 
84 45 Ochildren L, (History of chronic pelvic in- 12months Removal of both appendages#yeft 
flammation, probably gonococ- dense adhesions; right tube # tyumo 
cal) ; sonal free, watery hydrosalpinx, size of a het migg 
; offensive vaginal discharge; egg; left tube a big pyosalpint§ mato 
j abdominal pains; hypogastric pyr in good general health 
4 tumour, lower part almost filling 8 months later 
a pelvic cavity 
85 46 2 children (History of gonococcal infection A few Feb. 1902, removal of enlarge deno 
(last followin _ Marriage); recent months right tube, very adherent, bowé left 
12 years) bloody discharge; tumour “as torn and sutured; ventrofixag pera 


big as a fist” in pelvis 


tion of uterus; Sept. 19 
dyspepsia, epigastric tumour 
March 1905, death 3 years 
month after operation 


dy 
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Character of tumour. Other parts involved. Operator. Reporter and reference, 


ft and §§ Cystic tubes, strongly adherent, None detected at first operation; Duret Danel, “Double tumeur papillaire 


nly ad-(§ stuffed with papillary masses, deposits all over pelvis, parietal rimitive des trompes de Fal- 
e burst # showing no sign of malignancy peritoneum, intestine and cica- ope,” ‘Journ. des Sciences Med. 
nvered; @ under microscope (see Case 3, trix, 2nd operation de Lille,’ Aug. 10, 1907, p. 121 
oratory Kaltenbach) 

diffuse 

vid de 


y aniBLeft tube greatly dilated, filled Metastatic nodule in broad liga- Rein Zaretsky, “Papillomatous Tum- 


, 1906; with malignant papillomatous ment detected at operation our of Fallopian Tube,” 1907 
Tus; inf growths; right appendages, left (Russian monograph), private 
} pouch ovary, uterus and its myoma correspondence, Oct. 1909 
m blad:§ showed no sign of disease in 

1906 
append B Right tube formed a big cyst, No metastases found at operation Knauer Schauenstein, “Ein Fall eines 
tumour filled with broken-down adeno- (careful search); uterine w: primaren Tubenkarzinoms,” 
pelvis; carcinomatous tissue growing and mucosa healthy ‘Mittheil. des Vereines der 
ight of B from mucosa of middle third ; Aerzte in Steiermark,’ No. 2, 

left’ tube a hydrosalpinx, free 1908, p. 29 

from new growths, as were both 

ovaries 


failed gia growth filled right tube, ‘None; left hydrosalpinx free Orth- /d., “ Plattenepithelkarzinom der 

cylindrical epithelioma, conver- growths mann Tube, Muenchener med. 
om abovel ted at certain points to flat cells Wochenschr.,” No. 27, 1907, p. 
forming pearls 1344 


and ap WMRight tube contained a papillo- Metastases evident at operation Kehrer /d.,“Zur Kenntniss des primaren 


dhesion'; alveolar cancer and 2 pure (Ovaries, uterus, bladder and Tubenkarzinoms,” ‘ Moratsschr. 
5 week malignant papillomatous de- ‘tansverse colon) f. Geb. u. Gyn.,’ vol 27 (1908), 
effusion, posits; left tube free from 

, months growth 

t mortem 


tube a sausage-shaped None; right tube simple salpin-Gem- “ Carcinoma of the 
u 


it tube H tumour, 3 inches diameter in Sitis; ovaries normal mel] Fallopian be,” ‘Journ. of 
a middle; much pus; _papillo- Obst. and Gyn.,’ vol. xiv (1908), 
matous adeno-carcinoma p. 31 


deno-carcinoma of right tube; No metastases observed at opera- Ryerke Jd., “Primares Tubenkarzinom,” 
left tube appeared normal at tion; ultimately gastric (?) can- ‘Monatsschr. f. Geb, u. Gyn.,’ 
operation cer vol. xxviii (1908), p. 461 
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Duration 
Sid of 
No wets panne ot Chief symptoms. symptoms Operation ; Result, 
or single tion tumour before 
operation. 
86 41 Ochildren; R. Several acute attacks sone 10months Removal of uterus and append. 
menopause pain; coagula passed; hypo- ages; suppurating cyst right 
at 25 gastric tumour to right of ovary, cancerous right tube; 
uterus simulating fibroi recovery, no recurrence 6 months 
later; patient killed in an 
accident 8 months later 
87 52 ? L. Abdomen enlarging 2 years; uncertain Ovariotomy; left tube, as thick 
menopause ovarian tumour detected; no as a thumb, adhered to ovarian 
4 years uterine hemorrhage, no dis- cyst; right appendage normal; 
charge of any kind recurrence noted 4 months; 
death 6 months after operation 
88 27 2children; R, Pelvic inflammation (puerperal) Probably Removal of uterus, appendages 
menstrua- 4 years, another acute attack within and vermiform appendix; re. 
tion 2 years, local pain ever since; 2years covered 
normal free vaginal discharge, recently 
rofuse, watery and occasionally 
sea i uterus fixed; masses 
in lateral fornix and Douglas’s 
pouch 
89 2children, L. (Retained placenta, curette used); Over 10 Ovariotomy; right appendages 
-  2abortions ; last 10 periods scanty, foetor Months not removed; recovery ; noafter 
menstrua- at last period, then “tender left history 
tion ovary” defined; operation a 
scanty month later 
90 Schildren; 3 years free discharge watery 3 years Removal of uterus and nd- 
menstrua- fluid between periods ; abdomen ages; right 
tion swelling 1 year; movable tumour tube formed big tumour; 
regular left iliac fossa, separate from ovaries normal ; excision of part 
uterus, steady increase in size of omentum; recovered; 10 
after history 
91 54 labortion J, Free watery discharge followed About Excision ot a pelvic tumour 
M. (30 years) ; menopause, a at first, then 1} years strongly adherent to intestine; 
menopause colourless ; abdominal pains left recovery ; death from recurrence 
2 years side; acute attack 14 days before within a year 
admission into hospital; hard 
mass left fornix, body of uterus 
enlarged 
92 48 3children, R, Hemorrhages at a few months’ years Abdominal panhysterectomy and 
M. 1 abortion interval at first, then almost - removal of p seed and 
(17 years) ; continuous ; fibroid uterus reach- vermiform appendix; mass in 
menstrua- ing to umbilicus, separate lobe Douglas’s pouch proved to be 
tion in hypogastrium, reaching to diseased left appendages ; right 
obscured right iliac fossa; mass in tube greatly dilated ; recovered ; 
by hemor- Douglas’s pouch 
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Character of tumour. Other parts involved. Operator. Reporter and reference. 


Right tube formed a big cyst; No metastases detected; uterus Chalot Mériel, “Epithéliome papillaire 


a bulky mass, papillomatous and left appendages normal ou déciduome de la trompe,” 
epithelioma, grew on mucosa; ‘Revue mens. de gyn. d’obst. et 
no decidual elements; cyst of : de péd., Sept. 1908 


right ovary not malignant 


“Incipient cancer of tube” General extension, marked in Delau- Zd., “Cancer primitif de la 


(Borel, Institut Pasteur); parietes, after operation nay trompe,” ‘Paris Chirurgical,’ 
Ovarian = seemed a com- vol. 1, p. 15 (1909) 
mon cys 


Outer ?/, right tube dilated, None detected; left hydrosalpinx, Norris 7d., “Primary Carcinoma of the 


contents watery, blood-stained ovaries, uterine walls and endo- Fallopian Tube,” ‘Surgery, 
fluid and encephaloid mass of metrium free from new growth Gynecology and Obstetrics,’ 
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Character of tumour. Other parts involved. Operator. Reporter and reference. 
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d. deutschen Gesell. f. Gynak.,’ 
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big as a fist, filled with an deposits, cells arranged as in ibid. No. 47* in Zangemeister’s 
adeno-carcinomatous growth tubal growth and not as in tables 
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Primary cancer of one tube, the Endometrium healthy; uterine ypjqg Von Franqué, ‘Monatsschr. f. 
other showed only “salpingitis lymphatic vessels plugged with Geb. u. Gyn..’ vol. xxii (1905), 
pseudo follicularis ” chronic cancer cells p- 152 
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in Fallopian tube with secondary coat of in Douglas’s 
currencey Wfection of an ovarian cyst, pouch 
glands, uterus, etc.” 
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* Von Franqué’s second case, No. 46 in Zangemeister’s tables, is the same as No. 6 in my series, “ Primary Sarcoma or Mixed 
Tumour of the Fallopian Tube” in this JouRNAL} ‘‘A Table of over 50 Complete Cases, &.,” Vol. VI, p. 203, and Zangemeister’s 
No. 48 (Schafer-Kronig) is No. 7 in the same series. No. 95 above was reported by Von Franqué several years after 93, 94 (and also 
No. 6 in the Sarcoma series) had been included in Zangemeister’s list with additional (clinical) details given by Von Franqué himself. 
The Hofmeier-Arendes case (No. 34 in my “ Primary Cancer” series) must not be confused with any of Von Franqué’s, which have 
been reported by Arendes and Morinaga, as well as by Von Franqué and Zangemeister—hence some confusion, 
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A Note on the Spread of Carcinoma by the 
Fallopian Tube. 


By Brypen Guienpinine, MS., F.R.C.S., 


Pathologist to the Chelsea Hospital for Women; Walter Emden 
Scholar, Cancer Research Laboratories, the Middlesex Hospital. 


Tue following is a preliminary note on two cases of dissemination 
of carcinoma by the Fallopian tube occurring in association with 
secondary growth in the ovary. The complete account will appear 
in the Archives of the Middlesex Hospital, Vol. xvii—9th Cancer 
Report. 

The primary growth in each case originated in the stomach. In 
both instances described below there are found in the Fallopian tube, 
and permeating its tissues, numerous minute and discrete cancerous 
deposits arranged in such a manner that it is not at once easy to 
determine in what direction they are passing, or at what point or 
points they have entered the tissues. 

It is believed that study of the illustrations and facts here 
presented reveals the fact, that cancer cells floating in the peritoneal 
cavity are swept into the lumen of the Fallopian tube and there 
coming in contact with the lining, pass through the columnar 
epithelium to enter the lymphatic spaces of the sub-epithelial and 
muscular tissues, and so pass into the mesosalpinx. This short 
note does not take into consideration those cases of carcinoma in 
which a distinct mass destroys and replaces the tissues. 

So far as I can discover, this mode of spread of cancer is hitherto 
undescribed in medical literature. 


Particulars of Cases. 

CasE 1. was that of a woman admitted in May, 1909, to the 
Chelsea Hospital for Women, under Mr. Bland-Sutton, with a mass 
occupying the lower abdomen, movable, with its pedicle attached to 
the uterus on one side and a smaller mass on the other side low in 
the pelvis. She presented symptoms of carcinoma of the stomach, 
but no tumour could be felt. A diagnosis of primary carcinoma 
of the stomach and secondary carcinoma of the ovary was made, 
and an exploratory laparotomy advised. At the operation a mass 
was felt occupying the stomach, but its removal was considered 
impracticable. Mr. Bland-Sutton confined himself to performing 
double ovariotomy. 

The parts removed consisted of (a) one ovary the size of a 
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football bearing upon its upper surface an elongated and attenuated 
Fallopian tube. The growth of the ovary was smooth externally, 
and on section multi-cystic with masses of solid growth between the 
cyst walls. The cysts varied greatly in size, contained clear 
gelatinous fluid, and no intra-cystic growth. The appearances 
suggested secondary carcinoma grafted upon a pre-existing multi- 
cystic ovarian tumour. The Fallopian tube was 19cm. in length, 
and, except for the thinning due to its being stretched upon the 
upper surface of the ovarian growth, presented to the naked eye no 
abnormality. Fortuitous section in the course of routine work led 
to the discovery of its true nature. (b) The opposite ovary, about 
double the normal size, was solid throughout, and showed, on 
histological examination, extensive secondary deposit of carcinoma. 
The Fallopian tube accompanying this ovary was of normal length 
and thickness, and on careful histological examination showed no 
trace of carcinoma. 

Case 11. was that of a woman operated on for a tumour in the 
pelvis and from whom only one ovary and Fallopian tube were 
removed. The material and details were kindly supplied by Miss H. 
Chambers, Pathologist to the Royal Free Hospital, where the case 
was treated. At operation both ovaries were enlarged and an 
inoperable mass was found surrounding the duodenum. The ovary 
in this case was about the size of a small orange, and the Fallopian 
tube again suggested to the naked eye no pathological lesion. 


Histology of Growths. 

The character of the growth is in each case similar, the type being 
that of a cubical cell carcinoma (?endothelioma). There is an 
abundant and well-formed fibrous stroma in which occur the cubical 
flattened cells of the new growth. In Case i, by appropriate methods 
of fixation and staining, Altmann’s granules were demonstrated in 
the cells. This is contrary to the rule for carcinoma, as shown 
by Dr. H. H. Beckton (Archives Middlesex Hospital, vol. xv— 
8th Cancer Report). 

In Case ii a discussion having arisen as to the malignant or 
non-malignant nature of the ovarian growth, I suggested that 
microscopical examination of the apparently normal Fallopian tube 
would perhaps aid in the elucidation of the character of the new 
growth. It was upon this suggestion that this second case of spread 
of cancer by the Fallopian tube was discovered. 

In each instance the growth in the Fallopian tube is similar to 
that of the ovary except that there is apparently little formation of 
fibrous stroma. 


Method of Histological Examination. 
The Fallopian tube was divided into segments of lem. each. 
_ Certain portions of Case i, owing to the fact that parts of the tube 
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were accidentally left uncovered by preservative fluid, could not be 
cut. The segments were numbered, fixed in formalin, embedded in 
paraffin and then cut in serial sections. Certain sections of the series 
were taken, mounted and stained by hematoxylin and eosin. The 
sections were all cut 10 « in thickness. 


Microscopical Examination of Sections. 

A study of the sections under the microscope reveals the following 
changes as one proceeds from the fimbriated extremity towards the 
uterine insertion :— 

Case i. In the lumen of the tube are, here and there, small 
detached groups of cancer cells. This is well seen (Figs. 2, 3) at a 
distance of 5cm. from the free end, where five distinct and separate 
masses occupy the arborescent lumen. Of these masses one is attached 
by its extremity to the columnar epithelium, while the others are 
perfectly free. The cancer in the lumen appears in marked relief 
owing to the fact that, at this point the plical folds with their sub- 
epithelial stroma are healthy and free from new growth. 

Before deciding upon the nature of a small mass of cells when 
encountered in a section including the lumen of the tube, it is 
necessary to trace it serially in order to determine that it is really 
adventitious. The detached epithelium of the tube or the tip of a 
villous process cut transversely might at first sight be mistaken for a 
group of cancer cells. The distinction is, however, not difficult 
owing to the more deeply staining character of the cancer cells. 

The form taken by carcinoma, as it may be found free in the 
peritoneal cavity, has often been matter for conjecture. An examina- 
tion of the accompanying figures will show small groups of cells 
united by a fine fibrillar stroma, in which some of the cells appear 
vacuolated and some show mitotic figures. 

Examining now the plical folds and sub-epithelial tissues, an 
even more striking condition is met with (Figs. 4, 5). In this 
situation for a distance of 8 cm. from the ampullary extremity small 
masses of cancer are seen, now lying apparently free in the lymphatic 
spaces, now actually embedded in the tissues, or again in intimate 
relation to the deep surface of the columnar epithelium. 

The lymphatic permeation varies considerably from segment to 
segment, and, although little noteworthy in the tissues of the 
fimbrie, yet at a point lcm. along the tube and in the ampullary 
dilatation, the plical folds appear studded with minute masses 
(Fig. 4). 

The fimbriz, on the other hand, show numerous minute masses 
which are embedded in the tissues, and, as a rule, small near the 
columnar surface and larger as they pass deeper into the tissues. 

In certain instances the cancer cells in relation to the deep 
surface of the epithelium may be traced towards a neighbouring 


Fic. 1. Section through fimbriz. A, masses of cancer cells free in peritoneal 
cavity. B, cancer in sub-epithelial tissues and lymphatics. 


Fic. 2 (Case i). Section 5cms. from free end. <A, masses of cancer cells free in 
lumen ; sub-epithelial tissues free from deposit, 
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Fic. 3. Higher magnification of B in Fig. 2. Showing tips of villous processes 
and a mass of cancer cells. 
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Fic. 4 (Case i). Section 4cms. from fimbriated end. Shows villous process with 
deposit of cancer in sub-epithelial tissues A and lymphatics B, 
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Fig. 5. Higher magnification of tip of villus in Fig. 4. Showing cancer in a 
lymph channel. 


Fic. 6. Section through ampulla. At A a few cancer cells have passed through 
the columnar lining and lie subjacent to the epithelium. 
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Fie. 7. Taken 10 nearer uterine end and under higher magnification. Shows 
cancer cells A in sub-epithelial tissues. 


Fic. 8. 10 nearer uterus than Fig. 7. Cancer cells A now formed into group 
and going to join with mass at B in Figs. 6 and 8. 
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Fie. 9 (Case i). Sections 5°5 cms from fimbriated end. Shows cancer in muscular 
coat A. 


Fic. 10 (Case i). Cancerous mass occupying lymphatic efferent of mesosalpinx. 
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Fic. 11 (Case ii). Transverse section, showing plical folds studded with 
innumerable little masses of cancer. 
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mass of cancer occupying a lymphatic vessel. This is well shown in 
one series of three sections passing through the ostium of the tube 
(Figs. 6, 7, 8, A). In the outermost, under a low magnification the 
cells may be seen immediately subjacent to the columnar epithelium. 
In the succeeding section, z.e., 10 4 nearer the uterine end, these cells 
become more distinctly grouped, and in a third section they have 
formed into a distinct mass leaving the surface and going to fuse 
with a mass, now but little distant, situated in a lymph vessel. 

When the muscular coats are examined their comparative freedom 
from invasion by the spreading cancer is remarkable. Only at rare 
intervals may small masses be observed among the muscular fibres 
(Fig. 9). 

In the mesosalpinx (Fig. 10), here and there, small masses of 
cancer occupy lymphatic channels. The total amount of growth 
seems, as in the case of the muscular coats, in marked disproportion 
to that found in the sub-epithelial tissues. 

In no case could the cancer permeating the lymphatics be traced 
directly down to the hilum of the ovary. Invariably after following 
the growth through a certain number of sections it either ceased, or 
was found to enter larger lymphatic channels and turn outwards, as it 
entered the broad ligament, to accompany the main arteries. 

To resume: in Case i there are found (1) free cancer in the lumen 
of the Fallopian tube; (2) extensive permeation of the sub-epithelial 
tissues and the plical folds associated with (3) comparatively little 
invasion of the muscular wall and of the mesosalpinx, and (4) the 
amount of growth and the number of discrete nodules are greatest at 
the ampullary extremity and in the fimbrie and decrease as one 
proceeds towards the uterus. 

Case ii. Here the processes are in a slightly more advanced state 
than in Case i, inasmuch as no part of the specimen is devoid of 
growth. 

The growth extends as far as the point of section of the appendage 
from the uterus, but diminishes in amount as it nears its insertion. 
The plical folds show more extensive deposit, which in a few 
instances, is sufficient to cause destruction of the columnar epithelium 
and the sub-epithelial tissues (Fig. 11). Throughout the whole 
length there is observed slight permeation of the muscular lymphatic 
channels. 

In the lumen small masses of cancer are found in every segment. 
In sections passing through the free end of the tube, and therefore 
cutting across the fimbrize as they float in the abdominal cavity 
(Fig. 1), small free masses of cancer are encountered lying between 
two opposing columnar surfaces of the fimbriew. Elsewhere in the 
same sections cancer cells may be seen immediately adjacent to the 
epithelium, and if traced serially are found to form into a small 
mass which eventually enters a lymphatic vessel. 
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In this case also the growth may be noted permeating the 
lymphatics to the efferent vessels accompanying the arteries of the 
broad ligament. 


Mode of Invasion, 


From a consideration of the foregoing facts it will be obvious 
that the cancer may have entered the coats of the Fallopian tube 
in one of four ways :— 

(1) Through the endothelial covering of the external surface. 

(2) Through the blood stream. 

(3) Through the lymphatic vessels. 


(4) Through the columnar epithelium lining the interior of the 
tube. 


First hypothesis. Through the Endothelial Surface. 

The small amount of cancerous growth noted in this situation 
and the total absence of any distinct mass replacing the normal 
tissues such as is encountered in secondary deposits upon a peritoneal 
surface elsewhere are against this hypothesis. Occasionally a 
lymphatic plugged with growth is encountered just under the 
peritoneum, but this is exceptional. 

Further, in Case ii, where there is constantly found (especially 
upon the upper or anti-mesosalpingeal surface of the tube) a certain 
small deposit in the muscle, the peritoneal surface shows no nodules 
or irregularities, but, on the contrary, is quite normal. 


Second Hypothesis. Through the Blood-stream. 

Little can be said in favour of this method of dissemination in 
these cases. In no instance has the growth been actually seen in the 
interior of an artery or vein. At most a blood-vessel in a villus is 
seen entirely surrounded by cancer which occupies the peri-vascular 
lymphatics, but never actually penetrates the wall. 


Third Hypothesis. Through the Lymphatics. 

The course taken on this assumption would be from the ovary by 
the efferent lymphatic vessels of the broad ligament, and there 
turning off into the efferents of the Fallopian tube, it would pass 
back through these to the coats of that organ. 

In favour of this means of invasion it is to be noted that, in 
each case, there is an accompanying enlargement of the ovary due 
to carcinoma, and that, in each case, the efferent lymphatics of the 
ovary show permeation by the new growth; consequently extension 
back into the Fallopian tube is not, a priori, impossible. 

On the other hand, against such a manner of spread, must be 
considered the facts—(1) that while ovarian growths histologically 
similar frequently show extension into efferent lymphatic vessels, 
yet I have never found them to extend back into the mesosalpinx 
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and tissues of the Fallopian tube; (2) that in Case i, where both 
ovaries are enlarged, only one Fallopian tube shows presence of 
cancerous deposit; and (3) that the amount of growth present in the 
mesosalpinx in these cases is remarkably small when compared to the 
amount in the inner wall of the tube. 

The only occasion in which invasion of the tube by way of the 
lymphatics may be inferred, is where the lower ovarian fimbrie 
have been found adherent to the ovarian surface, and in consequence 
direct extension of growth has followed. 


Fourth Hypothesis. Through the Columnar Epithelium. 

The presence of free masses of cancer both in the lumen, and in 
the peritoneal cavity floating between the fimbrie, and the large 
preponderance of growth in the villi and sub-epithelial tissues 
combine to predispose to the view that cancer cells may pass through 
the surface of the epithelium and implant themselves in the 
subjacent structures. 

On the other hand, regarded from the opposite point of view, the 
same sections equally well demonstrate the passage of cancer cells 
from the sub-epithelial peritoneal tissues into the lumen. 

In this respect it is interesting to note that throughout the 
peritoneal cavity there are but two structures devoid of anendothelial 
covering. One is the ovary and the frequency with which secondary 
carcinoma is met with in this organ is suggestive in this connection. 
The second structure uncovered by endothelium is the columnar 
surface of the fimbriez. The above cases tend to demonstrate that 
the growth of cancer upon this surface is probably not infrequent. 


Conclusion. 

To conclude, histological examination points to the view that 
invasion of the Fallopian tube in carcinoma is brought about by 
cancer cells, which, coming in contact with the fimbrie or being 
swept into the lumen, engraft themselves upon the columnar cells 
and thence travel to deeper parts. At present, however, one cannot 
entirely exclude the possibility of lymphatic permeation from the 
ovarian growths. 
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SELECT CLINICAL REPORTS. 


(Under this heading are recorded, singly or in groups, cases to which 
a special interest attaches either from their unusual character or 
from being, in a special sense, typical examples of their class). 


I. 


Three Cases of Primary Cancer of the Fallopian 
Tube. 


By Hersert R. Spencer, M.D., B.S., F.R.C.P., 
Obstetric Physician to University College Hospital. 


Tue following are brief notes of three cases of primary cancer of the 
Fallopian tube which have been under my care. 

In adding to the list of published cases which, owing to the 
indefatigable industry of Mr. Alban Doran, is found to number one 
hundred cases, it is essential that two questions be answered in the 
affirmative: the first of these is, “ Is the tubal disease cancer ?’’, the 
second, “ Is it primary ?” 

The first question is easily answered in my three cases; for in all 
the growth is columnar-celled carcinoma and gave rise to secondary 
deposits. 

The second question is more difficult; but I think undoubtedly it 
may be answered affirmatively for the following reasons : — 

In Case i the only cancerous growths in the body were in the tube 
and in the vagina. The growths were columnar-celled carcinoma. 
The growth in the tube was as big asa pigeon’segg. The growth in 
the vagina was not bigger than a haricot bean. 

In Case ii the malignant growth found at the operation was in 
the tube: the corresponding cystic ovary was not affected. Small 
secondary growths were found in the adjacent intestine only. The 
only other growth found was a uterine tumour as big as a cocoanut 
which had all the physical signs of myoma and not those of 
cancer. 

In Case iii the only growth found at the first operation was in the 
tube and adjacent broad ligament to which it had extended. After 
removal of these there was no sign of other growths. The growth 


a 


= 
Be: 


PLATE A (Case 1). 


Illustrating Dr. Herbert Spencer’s “'Three cases of primary cancer of the 
Fallopian tube.” 


Fic. 1. The left tube, natural size. Its outer half is occupied by cancer. It has 
been torn open during removal, the warty growth being thus exposed. The growth 
does not extend quite to the abdominal ostium, the lining there being smooth and 
communicating through a dark aperture of the size of a crow-quill with the peri- 
fimbrial cyst (a). A segment has been cut out of the wall exposing the white solid 
growth. Between the cut and the tear is a small tag of fat. 


Fic. 2. The secondary growth in the posterior fornix; natural size; from a 


sketch made immediately before operation. The growth is separated by an eighth 


of an inch from the cervix. To the right of the growth is a triangular depression 
due to an old scar, 
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recurred locally, and up to the present time there is no sign of 
a primary growth in any other organ. 


Case 1. M.A.M., a feeble multipara, 64 years of age, was 
admitted to University College Hospital on July 21, 1905, complain- 
ing of falling of the womb and of a greenish offensive discharge. 
Her womb had been prolapsed for 40 years, for which period she had 
worn a variety of pessaries, including a Zwancke, but this kind was 
worn only for a few days. 

In February, 1905, she noticed blood in the discharge. She went 
to a hospital, where she was told she had a growth in the passage, 
and ought to have it operated on. On March 10 the small growth 
was removed from the vagina. 

Menstruation began at 13, was regular in time and amount; it 
ceased at the age of 48. She had had rheumatic fever, and had a 
systolic murmur at the apex. 

A brother died of cancer of the bladder. 

On examination a small red growth (see Plate A, Fig. 2) was 
found in the posterior vaginal fornix. 

The notes are incomplete on the bimanual examination, but my 
recollection is that some thickening of the left appendages led me to 
decide, in spite of the patient’s age and poor condition, on performing 
an extended abdominal hysterectomy. 

This was done on July 29, 1905. In order to check hemorrhage 
the operation was partly performed with the galvano-cautery. The 
patient took the anesthetic badly, and the operation was difficult, 
lasting 1 hour 55min. There was a good deal of shock and vomiting 
of black fluid after the operation, and death occurred on July 31. 

At the autopsy there were some adhesions of coils of intestine in 
the pelvis and some old endocarditis. There was no new growth 
found in any part. 

The specimen (see Plate A, Figs. 1 and 2) consists of a uterus and 
appendages and part of the vagina. The uterus is atrophied and 
measures 6°7x4x2°5cem. The upper part of the body is distended 
by mucus to the size of a pea. The portio is atrophied and normal. 
The uterine mucosa is atrophied throughout. In the posterior fornix 
is a puckered scar, and the surface is eroded and a small tag of 
growth is still attached there: this is part of a red cockscomb-like 
growth which was removed before the hysterectomy. The right tube 
is normal except for a few slight adhesions. The left tube has its 
outer half distended to the size of a pigeon’s egg by a growth which 
is warty in appearance where the diseased tube has given way 
during removal. The extreme outer end of the tube has been 
distended by fluid, but is not affected with growth; it has attached 
to it a lymph cyst. The ovary is not affected, but was adherent to 
the outer portion of the tube. 
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Under the microscope the growth is a primary columnar-celled 
carcinoma of the Fallopian tube with a secondary growth in the 
vagina. The tubal growth has originated by proliferation of the 
epithelium of the rugee which form extensive epithelial masses, some 
of which have infiltrated the wall. Masses of epithelial cells of 
similar structure are found in the vaginal wall at the spot from 
which the vaginal tumour was removed. The neighbouring vaginal 
epithelium is not altered. (Plate A, Fig. 3), 


Casetr. A.R.R., a virgin, aged 35, consulted me on February 5, 
1906, complaining of aching pain in the abdomen and back and an 
abdominal tumour. She had always had a large abdomen. She had 
first noticed the lump 18 months ago; but it had only increased in 
size of late. Pain had been present only during the last 3 or 
4 months: for the last 3 or 4 weeks it had been very severe and 
mainly on the left side. She had, however, been able to carry on 
her arduous work as a nurse till quite recently. Menstruation was 
irregular, occurring every 3 to 4 weeks, and was slightly excessive 
in amount. She had had no discharge except a little leucorrhea 
before the flow. This had always been present. 

Micturition was normal. 

She had a loud presystolic murmur over the heart, but was 
otherwise in fair general condition, but was somewhat cyanosed. 

On examination the abdomen was distended by a hard tumour, 
which reached up to 5 inches above the pubes in the middle line and 
to 63 inches on the left side. The tumour on the left side extended 
into the iliac fossa and was fixed there. There was a small 
irreducible hernia on the left side. The abdominal veins were 
enlarged. The hymen was intact. The cervix was small and in the 
middle of the pelvis: continuous with it and surrounding it was a 
hard tumour which had the characters of a fibroid. It was continuous 
with the tumour of the abdomen. There was no swelling of the 
lower limbs. 

The case was regarded as a myomatous uterus with inflammation 
around the left appendages. 

Celiotomy was performed on February 20, 1906. A large 
quantity of blood-stained fluid was present. Above the incision and 
to the left the intestines were firmly adherent. On separating the 
adhesion an ovarian cyst of the size of a lemon was exposed: it 
contained no growth, and ruptured during its removal. The left 
Fallopian tube was full of brittle growth. The cyst and tube were 
removed after tying the pedicle with silk. Many small white 
nodules were now seen in the wall of the adherent intestine. The 
uterus was as big as a cocoanut, and evidently contained fibroids. 
It was not removed. There was a good deal of oozing from the 
separated intestine, which was checked by gauze pressure. The 
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PLATE A (Case 1). 


Fie. 38. 


The greater part of the section is made up of columnar-cell carcinoma (a) 
infiltrated with small round cells: b is a strand of fibro-muscular tissue. 
tube of columnar epithelium; the cancer to its left is due to proliferation of the 


epithelium, all stages being visible in the section though not reproduced in the photo- 
micrograph. 
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PLATE B (Case 2). 


Tllustrating Dr. Herbert Spencer’s “Three cases of primary cancer of 
Fallopian tube.” 


Fic. 1. The left Fallopian tube (natural size), with a portion of the ovarian cyst. 
The wall of the tube, nearly to its extreme end, is seen to be filled with a whitish 
brittle growth. At the end of the tube is a lymph cyst. 


PLATE B (Case 2). 


Fic. 2. Masses of columnar-cell carcinoma are seen in a dense fibro-muscular stroma. 
Degeneration of the cells in the central portions of these masses produces a cystic 
appearance in some of the masses. 
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wound was closed by through stitches of silkworm gut, buried silk 
for the fascia and silkworm gut for the skin. It healed by first 
intention. After leaving the hospital the patient remained fairly 
well for a short time; then pain and wasting set in, and she died 
with growths in the abdomen and also in the abdominal incision 
just a year after the operation. 

The specimen (see Plate B, Fig. 1) consists of a Fallopian tube 
distended with cancer and the adjoining ovary. The ovary contained 
a cyst of the size of a lemon, which was ruptured during removal. 
There are numerous adhesions around the ovary and tube, and 
several lymph cysts are attached to the tube. The Fallopian tube 
measures 9cm. in length and 2°5 cm. in thickness at the distal end 
to which is applied a lymph cyst (2°5x2cm. in diameter). The 
whole of the tube is full of growth which has slightly perforated the 
wall at one spot where it has been torn during removal. The growth 
has an opaque yellow colour, and has completely destroyed the wall 
of the tube except at its cut uterine extremity. The growth has 
practically obliterated the lumen of the tube. 

Under the microscope the growth is a carcinoma, being made up 
of masses and tracts of epithelial cells of the columnar type. In 
some of these masses spaces are seen which are due to degeneration 
of the central cells. There is but little small-cell infiltration of the 
stroma. (Plate B, Fig. 2). 


Case ur. A.C., aged 58, was admitted to University College 
Hospital on June 16, 1909, complaining of enlargement of the 
abdomen and pain in the epigastrium. Until six weeks ago she had 
noticed nothing amiss. She then thought her womb had dropped 
and that her abdomen was enlarging as her corsets felt tight. The 
swelling increased gradually till a fortnight ago, but rapidly since. 
She also noticed great frequency of micturition, having to pass water 
every time she stood up. The bowels were regular. 

Pain had only been present during the last ten days; it was 
usually in the epigastrium, and was much worse after taking food. 

Two days before admission the ankles began to swell. 

The patient had had no discharge from the vagina for some years. 
Menstruation began at the age of 124 years, was regular every 
28 days and lasted 6} days; it varied in amount; she generally used 
a good many diapers. The menopause occurred at the age of 48. 

She had been married 41 years, and had been pregnant four 
times; the first three pregnancies terminated in abortion, but on the 
fourth occasion she bore a living child. 

The abdomen was enormously distended, measuring 38} inches in 
girth four inches below the umbilicus; from the ensiform cartilage 
to the pubes measured 18} inches. The abdominal veins were 
distended on both sides and a large amount of free fluid was present 
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in the peritoneum. On vaginal examination a large cystocele was 
found. The uterus appeared to be retroflexed and to be connected 
with a very hard tumour in the left side of the pelvis as big as a 
fist: this was thought to be part of an ovarian tumour, and on 
account of its hard consistence a papillomatous or malignant tumour 
was suspected. 

On July 19, 1909, coeliotomy was performed. Many pints of pale 
straw-coloured fluid escaped through the incision. A papillomatous 
tumour was felt in Douglas’s pouch, and was thought to be a papillo- 
matous tumour of the left ovary. After separating some adhesions and 
removing the main growth a small portion of the papilloma was found 
to have grown through the wall on to the left broad ligament. This 
part of the ligament, together with the growth, was therefore removed 
and the raw surface stitched over. The broad ligament with its 
attached growth and ovary was unfortunately thrown away so that 
the relation to the ovary can not be given; but the ovary was but 
slightly if at all enlarged. The uterus was normal and the right 
appendages, though slightly adherent, appeared to be free from 
disease and were left behind: the whole of the growth appeared 
to have been removed, and there were no secondary growths in the 
intestines. The operation lasted 41 minutes. The wound healed 
by first intention. 

On October 14 a mass of recurrent growth as big as an orange 
was found in Douglas’s pouch. 

The patient was re-admitted to the hospital on Oct. 18, 1909, and 
an exploratory operation as undertaken to see if the growth could be 
removed, A small quantity of blood-stained fluid escaped. The 
pelvis was found to be occupied by a mass of growth spreading under 
the bladder and involving the rectum. A mass of friable growth as 
big as the top of the thumb projected from the stump of the left 
pedicle. The right appendages were adherent to the pelvic wall, and 
on the surface of the ovary, which contained a few translucent cysts, 
were some small warty nodules of growth. The peritoneum covering 
the uterus and the parietal abdominal peritoneum were studded with 
growths, one of which was removed for microscopic purposes. The 
abdominal wound was then closed and healed by first intention. 
The patient left the hospital on November 17 feeling fairly well. 

The specimen (Plate C, Figs. 1, 2 and 3) consists of a Fallopian tube 
containing a large mass of carcinoma. The uterine end is normal 
for about half a centimetre and rapidly expands to a thickness of 
4cm. and terminates in a great expansion partly covered by irregular 
smooth membrane through which the ragged growth has burst at one 
spot where it adhered to the left broad ligament. 

The mass formed by the tortuous tube measures altogether 
11x9cem., and the section shows that the tube forms the wall of the 
whole of the mass except at the outer extremity where the growth 
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PLATE C (Case 3). 


Illustrating Dr. Herbert Spencer’s “Three cases of primary cancer of the 
Fallopian tube.” 


Fic. 1. The left Fallopian tube (natural size). The cut uterine end is healthy. 
The tube rapidly expands and towards its outer part the wall is invaded and the 
growth has burst through in the region of the ostium abdominale. 
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PLATE C (Case 8). 


Fic. 2. The same tube in section showing the tubal wall surrounding the growth 
which has broken through in two or three places. The base of the growth consists 
of opaque white masses; the more central parts of the growth are papillomatous. 


PLATE C (Case 3). 


Fig. 3. The dark masses are columnar-cell carcinoma, and the lighter patches consist of 
blood and cellular débris. The dark masses are papillary growths from the surface : 
at @ is seen a central vessel with its surrounding connective-tissue. The deeper 
parts of the growth have very little stroma except the vessels, and resemble sarcoma 
or perithelioma. 
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has broken through. The wall in some places is invaded to its 
peritoneal coat, which appears to be perforated at two spots. The 
growth is of a yellowish-white colour and completely fills the 
tube, but is somewhat broken and papillomatous along the centre 
where the growths from the two sides come in contact. 

Under the microscope the growth is a columnar-celled carcinoma 
consisting of masses of epithelial cells with scanty stroma which 
causes it to resemble closely a sarcoma in its deeper parts, but in 
other parts thick masses of proliferated epithelial cells on papillary 
processes show its cancerous nature. 


Il. 


Primary Carcinoma of the Fallopian Tube Associated 
with Acute Inflammatory Mischief. 


By Watrer Tate, M.D., F.R.C.P. 


Mrs. C., aged 52, had had three children, the last having been born 
seventeen years ago. The menopause occurred at the age of 48, and 
for the last two years there had been a yellowish vaginal discharge 
occasionally blood-stained. There had also been some pain and 
discomfort in the pelvis during the same period. The patient, 
however, kept in good health till the commencement of the present 
illness, which occurred within twenty-four hours of a motor accident, 
in which she received a severe shaking. On the day after the 
accident she did not feel at all well, and complained of some 
abdominal pain. She was seen by her medical attendant, who found 
some tenderness over the lower abdomen and a temperature of 100°F. 
On the following day the patient had a severe attack of pain in the 
lower abdomen on the left side, accompanied by vomiting and severe 
collapse. She was seen by the writer in consultation with Dr. White 
of Putney on the same afternoon. The patient was looking a little 
flushed and anxious. There was some distension of the abdomen and 
marked tenderness over the left iliac and hyogastric regions. The 
uterus was retroverted and its mobility impaired. A tense swelling 
as large as a hen’s egg was felt in the left side of the pelvis, and a 
similar swelling was present in the situation of the right appendages. 
It was decided to watch the patient for a time in ‘the hope of 
deferring operative measures till the acute symptoms had subsided. 
As, however, the patient had a good deal of abdominal pain during 
the night, and her condition the following morning showed no 
improvement, it was decided to explore the abdomen without further 
delay. 
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Abdominal section was performed on July 21, 1907. After 
opening the abdomen there was a good deal of distension of the 
coils of intestine visible. On separating a few adherent coils in the 
pelvis round the left appendages, several ounces of turbid fluid 
escaped. The left Fallopian tube was distended, and appeared to 
contain pus. After transfixion of the broad ligament the tube and a 
portion of the left ovary were removed. After separating some 
recent adhesions round the right ovary and tube, these structures 
were removed. Owing to the condition of the patient, and the acute 
inflammation present, it was not thought wise to attempt removal of 
the uterus, which was slightly enlarged. Moreover, at this stage of 
the operation, the malignant nature of the tubal disease was not 
suspected. After cleansing the cavity of the pelvis with warm 
saline solution, the abdominal wound was closed in layers without 
drainage. 

Parts removed. The right Fallopian tube was five inches long, 
and somewhat tortuous. It measured one inch in diameter. The 
outer surface was injected and presented a few torn adhesions over 
the surface. On section of the wall, it was considerably thickened, 
and the cavity of the tube was filled completely with a soft friable 
growth, which broke away from the wall when touched. The left 
tube was smaller than the right, but presented a similar appearance 
externally. 

On section it as found to contain about one and a half ounces 
of muco-purulent fluid. The inner surface of the tube was covered 
with lymph. A few warty growths were seen springing from the 
inner surface of this tube. These were very friable and resembled 
papillomatous growth. 

The microscopic examination by Dr. Cuthbert Lockyer was as 
follows: —“ The larger (right) tube is the seat of a glandular 
carcinoma of the columnar type. There is extensive development of 
fibrous tissue and the cancer cells group themselves into masses, and 
hollow tubes in alveolar spaces within the fibrous stroma. The 
smaller (left) tube is thickened and infiltrated (by inflammatory 
products) in all its coats. The mucous membrane is almost totally 
destroyed and replaced by granulation tissue. There is no sign of 
malignancy in this tube.” 

The uterine discharge entirely ceased after the operation, and the 
patient made an uneventful recovery. Shewas last seen by the writer 
on October 5, 1909, that is, two years and three months after 
the operation, and was then perfectly well, and had put on weight. 
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Carcinoma of the Fallopian Tubes, Right Ovary 
and Appendix. 


By Water Tate, M.D., F.R.C.P. 


M.T., wt. 44, married, was admitted to St. Thomas’s Hospital 
November 30; discharged December 26, 1908. She had always had 
good health, had been married 24 years, but had had no pregnancy. 
For 18 months she had noticed that her periods had become very 
scanty, and this condition persisted until three months before 
admission, when a large clot was passed from the vagina; this was 
unaccompanied by pain. Immediately following the passage of the 
clot the patient lost a considerable amount of bright red blood, and 
there was slight continuous loss up to the time of admission with 
exacerbations about once a fortnight which the patient regarded as 
periods. During these 3 months the patient had lost weight, but had 
pain in the back and left hip and had had three febrile attacks which 
were looked upon as being due to influenza. She was anemic. 

On examination of the abdomen nothing abnormal could be 
found, and the heart and lungs appeared to be normal. There was 
no trace of albumin in the urine. 

On vaginal examination a hard mass was felt filling the right side 
of the pelvis. The surface of the mass was irregular, and several 
knobs could be felt on its surface bulging the vaginal fornix. The 
mass was adherent to the lateral pelvic wall and appeared to push the 
uterus over to the left side. The uterus was very difficult to define. 
Per rectum the hard mass was very. easily felt and -was bulging 
backwards in the right half of the pelvis. 

Operation (December 4). On opening the abdomen the Fallopian 
tubes were found to be affected and bound down by adhesions to the 
back of the uterus; the right tube was thickened, the left distended. 
The adhesions round the tubes and ovaries were broken down and 
both appendages ligatured and removed: the appendix was adherent 
to the right appendages and was also excised. The omentum showed 
a large number of small growths, and the part containing these 
was removed. Bleeding points were secured, the pelvis sponged 
out and the abdomen closed. The patient made an uninterrupted 
recovery, and left hospital on the 23rd day after operation. 

The parts removed consisted of the Fallopian tubes and ovaries, 
the vermiform appendix and a piece of omentum containing small 
deposits of growth. The right ovary was solid and brawny in 
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consistence, and was about the size of a pigeon’s egg; the right tube 
was very tortuous, its external surface was covered with adhesions 
and it was firmly adherent to the ovary. The wall was thickened 
and contained plaques of growth, the interior was filled with caseous 
material, the mucous membrane had disappeared. The whole tube 
was about as thick as the little finger. The left tube was expanded 
to the size of a large hen’s egg, the surface was covered with 
adhesions; the wall contained plaques of growth and in other places 
was quite thin. The contents were similar to the fluid material 
found in dermoid cysts, the mucous membrane had disappeared. 
The left ovary appeared normal. The appendix was enlarged at its 
tip to about the size of a marble, the rest appeared healthy. The 
piece of the great omentum contained small masses of growth about 
the size of millet seeds. The parts removed were submitted to 
microscopical examination and the Fallopian tubes, right ovary and 
appendix showed columnar-celled carcinoma. 

Although there was a carcinomatous growth of the vermiform 
appendix, it seems right to regard this case as primary carcinoma 
of the Fallopian tube, seeing that there was disease present in both 
tubes, the carcinoma on the more advanced side having spread and 
involved the appendix. For the abstract of this case I am indebted 
to Dr. J. P. Hedley. 


A Case of Malignant Papilloma of the Fallopian 
Tube. 


By T. P. Leaa, M.S. (Lond.), F.R.C.S., 
Surgeon to the Royal Free Hospital, WC. 


Tue patient, aged 42, was first seen on November 7, 1906. She 
complained of pain in the abdomen and vaginal discharge. She 
stated that 2 years and 4 months ago sharp colicky pains began to be 
felt in the left iliac and lumbar regions, and were accompanied by 
a blood-stained vaginal discharge. The pain had increased in 
severity and the discharge in amount, so that for the last two months 
before coming for advice she had been obliged to give up work. 
The pain was relieved in the recumbent position, but the increasing 
size of the abdomen caused much discomfort. 

Menstruation had been quite regular, and there had been no 
increase in the amount lost. Unfortunately the notes do not say how 
many times the patient has been pregnant. Except for the present 
illness she appeared to have been quite healthy. 
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On examination the abdomen was found to be considerably 
distended and tense; there was a large amount of subcutaneous fat. 
Per vaginani a tumour was found filling the pelvis, and there was a 
copious blood-stained discharge. Under anesthesia, a large rounded 
swelling could be felt reaching from the pubic symphysis nearly to 
the umbilicus; it extended into the right iliac region and presented 
a convex right margin. In the left iliac region a second smaller 
swelling was found. The uterus, which appeared to be enlarged, 
occupied the centre of the tumour, and was closely attached to the 
right and left masses. A diagnosis of sub-peritoneal fibroids on 
either side of the enlarged uterus was made. The urine was normal. 

The abdomen was opened on November 14th. Extensive adhesions 
between the tumour, omentum and small intestines were found. 
These adhesions were separated and ligated when necessary, 
and in so doing a large cystic swelling was opened; this contained a 
greenish-brown fluid, and on further separation it was found to be 
connected with the left tube and ovary. Deep down in the pelvis 
and beneath the left tube, the right tube was found intimately 
adherent to the rectum, cecum and small intestines, and to the 
posterior aspect of the uterus and vagina. Both tubes were ligated 
close to the uterus and removed together with the ovaries in the 
usual way. The uterus appeared to be healthy, and was not removed. 

The pathologist (Miss H. Chambers, M.D., B.S.) made the 
following report on the specimens : — 

The left tube is much enlarged : the surface is irregular, showing 
a few tags of adhesions, also many tiny nodules, looking like miliary 
tubercles on the peritoneal surface. There are several small smooth 
rounded elevations, paler in colour than the rest of the surface of 
the tube. On section the tube is filled with solid growth, chiefly 
yellowish-white in colour. No papillomatous arrangement can be 
detected. The thinned out tube wall can still be made out on the 
surface. The tube communicates with a large unilocular cyst by an 
opening at its upper pole: the aperture is about } inch in diameter, 
and shows a soft yellowish growth projecting into the cavity of the 
cyst. 

The cyst has a smooth grayish exterior like an ovarian cyst, and 
there are no traces of accessory cysts in the wall. The internal 
surface is smooth and slightly mottled, and shows no evidence of 
old loculi. The cyst is sessile on to the concave surface of the tube. 
The contents consist of blood-clot and a watery fluid. 

The right tube is retort-shaped, enlarged and dilated. Its 
external surface has numerous fine adhesions, is generally smooth 
and slightly lobulated. On opening the tube a large yellowish- 
white mass, attached chiefly to the lower surface of the tube is 
present for a distance of 2cm. from the abdominal ostium. The 
growth extends from this around the whole circumference of the 
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tube, its base involving about 4cm. of the length. The growth 
enlarges from its point of attachment forming a polypoid mass 
8cm. long filling up the lumen of the tube. At the proximal end 
the tube is dilated; its wall is smooth, and shows no papillomatous 
projection or adhesions to the growth: the wall of the tube is thinned 
out. The abdominal ostium cannot be definitely made out. The 
uterine end is apparently normal, and for a distance of 2cm. from 
this end the tube is not dilated. The growth is chiefly papillomatous, 
the papille being matted together with yellow white caseous 
material. 

The right ovary is not distinguishable. 

Microscopically, the tumour formation had the characters of a 
malignant papilloma in both tubes: the epithelium was several 
layers thick and was columnar in type. The sections taken at the 
uterine end of the tubes did not show any growth. 

The patient made an uninterrupted recovery.from the operation, 
and at the present time (December 1909) her doctor informs me she 
is quite well and doing her work as a laundry-woman. 
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CRITICAL REVIEW. 


Post}Partum Eclampsia. 
By R. W. Jounsroyr, M.A., M.D., F.R.CS. (Ed.), M.R.C.P. (Ed.), 


Assistant to the “Professor of Midwifery in the University of 
Edinburgh. 


Waite all other obstetric complications can now be dealt with on a 
scientific basis and with definite expectations of success, eclampsia 
still remains the great exception. Recent advances in medicine 
have been almost exclusively in the direction of prevention rather 
than cure, and in this progress obstetricians have not lagged behind. 
A recognition of the facts and symptoms of the so-called “ toxemia 
of pregnancy ” has now put it within the power of every physician 
to treat cases presenting the early symptoms of this condition with 
almost uniform success; and it may be hoped that a wider acceptance 
of this truth will lead in the future to a great lessening in the - 
frequency of eclampsia. 


But where eclampsia has actually developed, we are still in the 
unhappy position of not knowing any one line of treatment which 
will of a surety be successful. The methods recommended are 
legion, but so little confidence is usually placed in any one, that 
as often as not several are adopted, either together or in rapid 
succession. The result, whether successful or not, is certainly not 
calculated to advance our knowledge of the efficacy or of the 
limitations of any one of the forms of treatment tried. 


Especially disconcerting is that form of eclampsia which 
originates de novo after labour is over. Nothing can well be more 
disappointing to the accoucheur than to see a patient who has been 
successfully delivered, and who might reasonably be expected to 


make uninterrupted progress, suddenly develop puerperal convul- 
sions. 


The comparative rarity of such a disaster has led to this post 
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partum eclampsia being somewhat overlooked in the enormous 
literature of the subject. It is entirely overshadowed in the minds 
of most writers by the more common, and on the whole more grave, 
forms of the disease occurring before or during labour. Only a few 
authorities have made definite endeavour to fit their theories as to 
the cause of the disease to cases originating post partum. But if 
eclampsia is one and the same disease, whether it arise before, 
during or after labour, any theory as to its etiology must explain 
all three varieties. Indeed, the rarer forms, such as the post partum 
variety, are just the very ones by which any theory may best be 
judged; they are the touchstone, as it were, by which the claims 
of rival theories may best be tested, and put to the proof. 


My attention was drawn to the subject by Professor Sir Halliday 
Croom in connection with a case which occurred at the Royal 
Maternity Hospital of Edinburgh a few months ago, and which has 
been recorded by him elsewhere.! It seemed desirable, therefore, to 
try to collect the views and experience of various writers on the 
subject, and so perhaps to obtain a survey of our knowledge from a 
different standpoint. 


In what follows I have, accordingly, confined my attention 
entirely to eclampsia originating de novo after labour is completed, 
and have excluded all other cases of eclampsia whatsoever. This 
was not altogether easy, because many cases recorded as post partum 
eclampsia are not strictly such, in so far as the fits began before the 
third stage of labour was completed, and merely continued, or 
perhaps became more frequent after it was finished. These cases are 
not really cases of post partum eclampsia, and in no way bear upon 


the present enquiry, the limits of which I wish clearly to define at 
the outset. 


Frequency. It is impossible not to suspect that there enters into 
the statistics available in the literature some confusion of the sort 
just mentioned. In one sense any persistent case of eclampsia 
might be put under all three headings of ante partum, intra partum 
and post partum eclampsia. In not a few cases this seems to have 
occurred. More recent statistics, however, are clear in their 
distinction, and I have rejected any tables which appeared dubious. 


By the kindness of the medical staff of the Royal Maternity 
Hospital here, I have been allowed to examine the records of the 
last 5,800 cases in that hospital. I found a total of 126 cases of 
eclampsia amongst them—a frequency of 2°2 per cent. Of these 
126 cases of eclampsia 16 originated post partum—a relationship to 
the total number of cases of 12°6 per cent. 

The following table gives the frequency of post partum eclampsia 


in proportion to eclampsia in general in thirty-two records in the 
literature : — 
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% 
Winckel 
Léhlein > (2nd series) Hammerschlag 
Merriman® ie Meyer-Wirs 
Tietke” ... .. Verrier ?! ... 
Edinburgh Maternity Bayer ?? 
Hospital 12°6 Schweder 73 

(collated by myself by Schréder 24 

kind permission of the Brummerstad 75 

Staff.) Schreiber 76 
Olshausen® ... ... ... 14 Kopetsch 2” 
Feustell 1° Léhlein *° 
Glockner* ... ... ... 16°07 Schauta 


The average of all these figures is a percentage of 17°41. 

It will be seen therefore that the text-books are accurate in 
stating that about 20 per cent. of cases originate after labour. 

Time of onset. On this point there is a consensus of experience. 
The large majority of cases have their onset within a few hours of 
the completion of labour—certainly within the first twenty-four 
hours. For example, of twenty-three cases in the Ziirich clinic cited 
by Meyr-Wirz”° eighteen occurred on the first day, two on the | 
second, one on the fourth, and one on the fourteenth day - post 
partum. These figures are representative of the experience of others. 
At the same time it is noticeable that the extremes are widely 
separated. Thus many cases occur within an hour, some within a 
few minutes of the birth of the placenta, while other cases of reputed 
eclampsia originate in the later weeks of the lying-in period. Most 
of the cases occurring. late are recorded by early writers, and it is 
impossible not to question the accuracy of the diagnosis. 

One is compelled to place under suspicion any diagnosis of 
eclampsia originating more than seven days after labour. Indeed, 
a purely theoretical consideration of the phenomena of the puerperal 
state would lead one to draw the line nearer the end of the first 
four days. By that time the process of involution is well under 
weigh, and any little disturbance connected with the beginning of 
lactation is either past or at least passing off. In short, the 
puerperium has usually settled down into the even tenor of its way. 
On the other hand, there are numerous cases recorded as occurring 
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on the fifth, sixth and seventh days in which the diagnosis, as 
formed clinically can not be cavilled at, so that one is led to put the 
dividing line back as far as the end of the seventh day. Any 
“eclampsia,” however, occurring more than a week after labour 
can hardly be accepted as such. 

Cases occurring on the fifty-sixth day are on record by Sir J. Y. 
Simpson,*4 and Goetze*> amongst others, while Baudelocque 
records one on the forty-fifth day. But an examination of the record 
of Simpson’s case makes it evident that it was a uremic seizure 
developing in the course of a nephritis, and its relationship to the 
pregnancy and labour, largely, if not entirely, incidental. 

As recently as 1890 a case was read at the Obstetrical Society 
of London by J. B. Hurry,?’ of “ symmetrical erysipelas: premature 
labour: eclampsia 19 days post partum, 28 fits, recovery.” The fits 
were associated with the sudden appearance of a discharge from 
one ear. The urine never contained albumen. Unfortunately 
the discussion on the case was almost wholly focussed on the subject 
of the symmetrical erysipelas, and Dr. Amand Routh was the only 
one who called the diagnosis of eclampsia in question. He suggested 
that the fits were due to a meningitis. This Dr. Hurry denied, but the 
written record of the case goes far to support Dr. Routh’s criticism. 
This is a typical example of many of the very dubious cases. 

Other late cases have been shown to be due to poisoning. 
Léhlein ** has recorded a case occurring in the second week in which 
the cause was clearly carbolic poisoning; and Olshavsen ® had a case 
on the eighth day of the puerperium due to poisoning with per- 
chloride of mercury in the douche. 

Of the sixteen cases in the Maternity Hospital here whose records 
I have seen, three began within one hour of delivery, five more 
before twelve hours had elapsed, and three between the twelfth and 
twenty-fourth hours: four began on the second day, and one on the 
third day post partum. 

Mode of onset and course. In this connection one or two points 
are worthy of notice. In the first place, in a great many cases the 
disease occurs without any warning. The patient has been well 
throughout her pregnancy, the urine remaining normal, and has 
been delivered without any complication or untoward incident 
befalling. All at once she is seized with an eclamptic fit or loss of 
consciousness; or at the most her attendants get a brief warning in 
the form of sudden headache or restlessness. Even in those cases 
occurring later in the puerperium there is rarely anything in the way 
of premonitory symptoms. The puerperium has in most cases been 
absolutely normal up to the time of the sudden seizure. The only 
reservation in connection with this statement is in regard to the 
urine. It is stated in several records that the urine was normal up 
to the time of the seizure. But in the vast majority of cases there 
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is no record of the urine just before the onset of the eclampsia (with 
the exception of those cases occurring immediately after labour), 
inasmuch as it is rare for the urine of a patient to be examined 
systematically during the puerperium, unless she presents symptoms 
which suggest the propriety of so doing. This, of course, particularly 
applies to private practice. 

In the sixteen hospital cases that I have referred to, four had 
presented no symptoms whatever of toxemia during pregnancy, 
such as albuminuria or edema. In no case was there any notable 
departure from the normal in their labours, and in most of them the 
eclamptic seizure came on without any warning whatever. In one or 
two cases there was slight headache. It is very interesting that in 
one case the only premonitory symptom was severe epigastric pain— 
a symptom, the significance of which as a forerunner of eclampsia, 
Olshausen ® was the first to point out. 

In regard to the frequency with which the condition is associated 
with albuminuria, post partum eclampsia is in no way peculiar. 
The great majority of cases show a large quantity of albumin in the 
urine, but there are exceptions. As already stated, four of the 
sixteen cases showed no albuminuria when last tested before the 
onset of the disease. Of these, three showed the presence of albumin 
in quantity after the first fit; while in one there was merely the 
faintest trace of it for a few hours after the fit. 

The number of fits is usually small—frequently just one or two. 
Cases, in which there are more, are very often fatal. In the series of 
cases which I have been permitted to collect from the records of 
the Maternity Hospital in this city, of five that ended fatally, all 
had six or more fits. Of those that recovered, three of them had 
one fit, three two fits, two three fits, two five fits, and one had as . 
many as fourteen fits. This last case appeared to be moribund 
when Sir Halliday Croom ! determined to have recourse to decapsula- 
tion of the kidneys. The result was entirely successful. 

Prognosis, 

Of these sixteen cases, five ended fatally—a mortality of 31°25 
per cent. This is rather high. Naturally the statistics of various 
writers vary a good deal, as is shown in the following table : — 


Morrtatity Ectampsia PuERPERARUM. 


% % 
... Hosthom™ ... ... ... ia 
Schreiber® ... ... ... 18°9 Kaufmann® ... 266 
Feustell?® 3... 14°25 Edinburgh Maternity 
Schréder** ... ... 20°2 Buttner®... ... 43 


Kopetsch 27 
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Most authors appear to be of the opinion that it is the most 
benign form of eclampsia, but there are some who regard it as 
peculiarly dangerous. Of five cases seen by Sir Halliday Croom 
only one recovered. Four of these were seen in private in consulta- 
tion, and it is probable that only the worst cases are seen in this way. 
Cases which recover after perhaps one, or at most two, fits early in 
the puerperium are not so likely to come under the notice of the 
consultant. 

Again, of four cases that occurred in St. Mary’s Hospital,*° 
Manchester, during 1908, only one recovered. These statements, 
together with some of the figures in the foregoing table, show —_ it 
is at least not a uniformly benign form. 

Possibly the explanation of the apparent discrepancy parneen 
the figures of different authorities is to be found in the time of onset. 
Olshausen ® observed in his series of cases that where the post partum 
attack ensued soon after labour there were seldom more than one or 
two fits, and the disease was of short duration. In these cases the 
prognosis was extremely good. Where the onset occurred later, 
however, the fits were more numerous and the results worse. Thus 
in his whole series of post partum eclampsias, seven out of twenty- 
eight died, 25 per cent. In fourteen of these twenty-eight cases the 
onset occurred within three hours of the end of labour, and of these 
only two died. Of the other fourteen, in whom the disease began 
later, five died. 

Of the fatal cases in the series I have recorded, three were 
multipare and two primipare, although the proportion of multipare 
to primipare in the whole number was only five to eleven. In other 
words, it was three times more fatal in multipare than in primipare. 

Etiology. The question still remains as to how far any of the 
theories of eclampsia, either old or new, explain these strictly 
puerperal attacks. Of all these theories the most generally accepted 
is undoubtedly that of the toxemic origin of eclampsia. There are, 
however, as many subdivisions of it as there are conceivable sources 
of toxin—“ quot judices, tot sententia.” 

Until recently, the most usually adopted working hypothesis 
found the source of the poison in the substances which pass through 
the placenta as by-products of the development and growth of the 
foetus, and ultimately reach the liver of the mother. Given any 
disease or functional weakness of the liver, it can be easily imagined 
that these substances will not be fully metabolized and will circulate 
in a state toxic to the mother. One result may be to irritate and 
damage the kidneys, and so induce an accumulation of the poison in 
the system by blocking one channel of exit. Another may be to 
further damage the liver, making it less equal to the demands upon 
it, and so setting up a vicious circle. 

hypothesis serves as a rational basis for the, 
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successful treatment of toxemia of pregnancy in its mild form. 
That treatment consists of elimination and diet. We stimulate all 
the functions by which the maternal organism can get rid of the 
poison circulating in it; and we try to diminish the supply of poison 
by giving a diet so light that it imposes no work to speak of on the 
liver and kidneys of the mother, and thus leaves them free to deal 
with the noxicus substances derived from the fetus. 

This hypothesis may also form a satisfactory explanation of 
eclampsia as it occurs ante partum and even intra partum. It 
explains why eclampsia becomes more and more common as 
pregnancy advances, and why it is so often found in association 
with twins. It is only necessary to postulate the stimulus of any 
irritation, such as labour pains, acting upon a poisoned nervous 
system to explain why the convulsive eruption is still more common 
during labour. 

But this theory breaks down entirely in these cases of eclampsia 
which occur without the presence of a foetus, that is to say, in cases 
of hydatid mole. It also breaks down before the problems of post 
partum eclampsia, and of those rare cases of eclampsia gravidarum 
in which the onset occurs after the death of the fetus in utero. 

In the latter case poisons due to putrefactive changes are called 
on to explain the difficulty. In the former, in which we are more 
immediately interested, several reasons have been advanced. 

Dienst,*! for example, saw in the process of involution the source 
of the poisons. No doubt the process of involution must throw into 
the maternal circulation a large quantity of material which, if only 
partially oxidized by the insufficient liver, will act as toxins. It 
may also be true that the fall of the blood pressure, and the slowing 
of the heart’s action after labour, tend to interfere with the . 
elimination of toxins. Dienst claimed that the preponderating 
frequency with which post partum eclampsia occurs in the first 
twenty-four hours after labour is in favour of his view. Surely, 
however, the contrary is the case. The process of involution must 
be more active, and its products more copious, in the second twenty- 
four hours after labour than in the first. 

Another objection to Dienst’s view, as far as it affects cases 
originating post partum, was that it presupposes damage or in- 
efficiency on the part of the liver or kidneys, which is not easily 
reconcilable with the fact that so frequently the patient is, or seems 
to be, in absolutely perfect health until the fit occurs. 

Dienst’s later views are that all the phenomena of eclampsia are 
due to an increase of the fibrinogen in the blood, and he regards 
the source of that increase as being due to the passage of fetal 
blood into the maternal circulation. Presumably, in order to bend 
this theory to the interpretation of post partum cases, we must regard 
it as possible that during labour a considerable quantity of fetal 
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blood passes into the maternal circulation. An examination of the 
placenta in such cases does not lend much support to this view. 

Fehling *? held the view that the toxins are directly fetal in 
origin, and that an accumulation of them occurs in the mother’s 
system during labour. This accumulation theory can certainly 
claim support from the fact, that so many casesoccur justimmediately 
after labour is completed. It does not, however, explain cases where 
there has been no labour—where the patient has been delivered by 
Cesarean section. The occurrence of eclampsia in such cases, a few 
hours after the operation, has been recorded more than once.“* In 
more than one case the Porro procedure was followed, so that in 
these cases the results of the involution of the uterus could also be 
discounted. Fehling’s theory, moreover, does not explain cases 
occurring later in the puerperium. There is no doubt that the later 
the fits occur, the more assuredly must their cause be sought for in 
the maternal organism. 

Biittner 53 seeks the cause of later post partum eclampsia in the 
return of menstruation. He claims that ovulation at least can occur 
as soon as seven days after labour, as witness cases where women 
have been impregnated at such a time. He regards the recurrence 
of the menstrual molimen as calculated to irritate a poisoned nervous 
system to the point of convulsions. Of course this presupposes some 
toxic state as well. He produces evidence which tends to show that 
eclamptic seizures are liable to occur at times, both ante and post 
partum, which would correspond to the return of the menstrual 
wave. The evidence, however, is too meagre to be convincing, and 
in any case the view applies more to cases occurring so late as to be 
most probably not true eclampsia at all. 

A certain historical interest attaches to Biittner’s theory, as 
Baudelocque © vaguely outlined a similar idea as long ago as 1790. 
It is probable, however, that Baudelocque’s cases were, in part at 
least, more of the nature of menstrual epilepsy. 

The placental theory of eclampsia is undoubtedly the one to 
which most attention is being paid at the present time. The main 
points in regard to it have been recently noted in this Journat in 
Dr. Holland’s papers in the last three numbers.5! When one comes 
to consider them from the point of view of post partum eclampsia 
the difficulties in the way of their acceptance are by no means 
diminished. Indeed, the removal of the placenta at the end of 
labour creates a fresh difficulty. A certain amount of syncytium 
may possibly be left behind in the sinuses of the placental site, and, 
as is well known, a certain quantity may be regarded as in almost 
all cases straying into the maternal circulation during pregnancy. 
Once the placenta is removed, however, the quantity of syncytium 
or other placental substance must be very small compared with what 
is available before the expulsion of the placenta. It is not sufficient 
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to argue that eclampsia originating post partum may be due to 
retained portions of placenta, because in the bulk of cases that can 
be disproved. It is, therefore, difficult to accept Veit’s theory that 
the disease is due to the presence of placental cells in the maternal 
circulation, and that these cells are directly toxic. Veit argues that 
any sudden increase in the quantity of these cells in the maternal 
circulation overcomes the resistance of the anti-bodies formed, and 
so leads to eclampsia; but it is not easy to see why any such sudden 
access should occur post partum. 


Ascoli’s theory lends itself more readily to an interpretation of 
post partum cases. He regards the anti-bodies which are formed to 
antagonize the presence of placental cells as the specific toxin of 
eclampsia, and on this theory any sudden diminution in the quantity 
of placental cells might be considered to throw a great number of 
these anti-bodies or syncytiolysins out of employment. That is to 
say, that these syncytiolysins, being no longer of use in antagonizing 
the placental elements, are free to act as toxins. It is possible that 
the removal of the placenta may cause a sudden diminution in the 
quantity of placental elements circulating in the mother’s blood, and 
that thus in some cases the balance is upset, and the syncytiolysins 
are enabled to become toxic. 


The microbic theory of eclampsia has been generally given up 
recently—both the idea that it might be due to a specific organism, 
and the theory of an underlying mixed organismal endometritis or 
deciduitis. Assuming for the sake of argument the truth of either 
view, it might readily be understood that the uterine upheaval 
during labour would cause a rapidly increased disseminaton and 
absorption of such organisms or their toxins; and the physical 
conditions of the puerperal uterus are only too notorious as an 
excellent nidus for microbic growth. It must be admitted, however, 
that there is no evidence to support this view in regard to post 
partum eclampsia. 


Nicholson #° and others 4° have looked for the cause of eclampsia 
in insufficiency of the thyroid gland; and more recently some 
observers 4 have suggested an insufficiency of the parathyroid. 
Treatment by administration of the gland products has been 
moderately successful, but it is open to more than one interpretation. 
It is difficult to see why any such insufficiency should suddenly show 
itself for the first time after pregnancy and labour are over. 
Particularly is this so as applied to the cases occurring just 
immediately after labour, for, so far as I am aware, there is no 
absolute proof that the process of parturition uses up any excessive 
quantity of the thyroid secretion. The experiments of Verstraeten 
and Vanderlinden *’ point to the probability of this being the case, 
but by no means prove it. 
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When we come to cases originating on the second and third day, 
however, the problem becomes more involved, for there is consider- 
able evidence to show that the thyroid is connected in some way with 
the function of lactation. An experiment performed by Vassale * 
is suggestive. He performed a partial ablation of the parathryroid 
in a pregnant bitch. The animal made a good recovery, but was 
delivered prematurely of two pups which died. Consequently there 
was no lactation. Later, she again became pregnant and was 
delivered of seven living pups. She suckled them until on the fifth 
day she was seized with a very severe attack of convulsions which was 
cured by the free administration of thyroid extract. Thereafter, she 
was only allowed to suckle three pups, but again she fell into 
convulsions and again was cured by thyroid. After that she was 
allowed to suckle only one pup, and the exhibition of thyroid extract 
was continued. She made a complete recovery, and the thyroid 
extract was only stopped when lactation ceased. 


Of course, one single instance of this sort is in no way conclusive 
of anything, but it suggests to the mind the possibility that in some 
circumstances lactation may put an extreme demand upon the 
thyroid and parathyroid glands. Numerous other experiments and 
clinical observations have shown that removal of the thyro-para- 
thyroid organs leads to the onset of fits in pregnant women and 


animals. Why then should not a purely functional exhaustion lead 
to the same result ? 


A further point to be noted in this connection is that Lange *® and 
others found that it was the women whose thyroids did not hyper- 
trophy in the later months of pregnancy who so frequently developed 
eclampsia. In these women, there is, therefore, a comparative 
insufficiency of the thyroid which, although perhaps not marked 
enough to lead to any complications before or during labour, might 
very well lead to disaster if the start of lactation causes an extra 
demand for thyro-parathyroid secretion. 


Against these facts and observations, we must, however, put 
another—namely, that removal of the thyroid and parathyroid may 
induce fits in animals which are not pregnant nor in the puerperal 
state. Therefore any fits due to such a cause cannot strictly be 
classed as eclampsia, unless a subsequent post mortem were to prove 
that the characteristic lesions in liver and kidneys were present. 


It is outside the scope of the present paper to discuss the treat- 
ment of post partum eclampsia. It may be noted, however, that the 
fact that 17 per cent. of eclampsias originate after the completion 
of labour, appears on the face of it to be an argument against the 
principle of immediately emptying the uterus in cases of ante partum 
or intra partum eclampsia. Against this, on the other hand, we 
must place the fact that in the experience of many authorities, 
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the post partum variety of eclampsia is the mildest form of the 
disease, and the one most amenable to treatment. On this contro- 
versial point, therefore, whether or not immediate obstetric interfer- 
ence is the best treatment, post partum eclampsia throws no new 
light. 

On the whole, it must be admitted that our knowledge of 
eclampsia as it originates post partum is, if possible, less than our 
knowledge of ante partum and intra partum eclampsia. Everything 
points to the latter forms being toxemic manifestations, but so far a 
feasible explanation of post partum cases in this way has not, as I 
have tried to show, been attained. 


Some obstetricians even go the length of regarding post partum 
eclampsia as a different disease from the other varieties. But this 
seems simply to be yielding to the difficulty of explaining it. 
Certainly in those numerous cases, in which it has been preceded 
during pregnancy by symptoms of pre-eclamptic toxemia, it must be 
looked on as the same disease. 


It is more than likely, however, that our lack of knowledge of 
the real meaning and cause of eclampsia leads us to include in it 
several different forms of disease. This applies equally to pregnancy, 
labour and the puerperium. It is to be hoped that in the near future 
an increased knowledge of the chemistry of the metabolism in 
pregnancy will enable us to make an absolute diagnosis of eclampsia 
from the laboratory. This will in all likelihood lead to the exclusion 
of many cases, both before, during and after labour, which are now 
called eclampsia, but which will then be found and proved to be 
due either to allied toxemic states, to pre-existing organic renal 
disease, or to organic, or even functional, nervous disease. When this 
advance has been achieved we may hope to understand the exact 
bearing upon the condition of the functions of such organs as the 
thyroid and parathyroid, but until then we can only observe and 
record facts, and from time to time marshal them, and review the 
situation from different standpoints. 


We cannot in these days share the placid satisfaction of Verrier,”! 
who, after tracing all post partum eclampsias to the influence of 
“la puerpéralité, comme ces fiévres puerpérales sine materia qui 
font le désespoir des savants et des practiciens ”—naively concludes— 
“mon explication . . . satisfait l’esprit le plus scrutateur en placant 
sous l’influence de la puerpéralité tout accés d’éclampsie survenant 
jusqu’au retour des couches !” 
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Present-day Indications for Vaginal Hysterectomy. 
Faure (La Gynécologie, Nov., 1909) thinks that it is strange that vaginal 
hysterectomy, an operation whose origin and development are French, should have 
gone out of fashion in France while it is still in high favour in Germany and 
other countries. He proceeds to enumerate the indications calling for this operation, 
and in the first instance as a general class includes all obese patients in whom 
abdominal hysterectomy is difficult and badly borne, as also all women who are 
exhausted by wasting diseases; this last class includes cancer of the uterus and small 
fibroids. Irreducible inversions, certain cases of prolapse and suppurations with 
pockets of pus inaccessible by laparotomy, are best treated vaginally. Similarly 
with puerperal infection when hysterectomy is indicated, and he abstains deliberately 
from entering on a discussion of that subject, the operation is most easily and 
safely performed vaginally. He has saved some patients threatened by a fulminating 
attack of gonococcal peritonitis by removing the uterus and securing free vaginal 
drainage. In general terms the vaginal route is safer, but more difficult. E. H. L. O. 


Shortening of the Uterine Round Ligaments from the Inguinal 
Canal after Laparotomy. 

Lirraver, Leipzig (Volkmann’s Samml., No. 544), recommends the Alexander- 
Adams operation in preference to other methods of uterine suspension. The original 
operation is of use only in cases where the uterus is freely movable. When there are 
adhesions these must be broken down, and this can best be done by opening the 
abdomen from above, as this incision permits of operations on the uterine appendages. 
Spath made use of the transverse abdominal incision and pushed the round ligaments 
through the inguinal canal from within outwards. Littauer does not make it clear 
whether he pushes the ligaments out from within the abdomen, but he uses a curved 
incision, dipping down to the symphysis, passing a couple of centimetres above 
Poupart’s ligaments and reaching, in some cases, to a couple of finger-breadths 
from the anterior superior spines. By this incision the fascia of the external oblique, 
where separate from the fibres of the internal oblique, is divided 2cm. from the 
inguinal canal and not right over it. The fibres of the internal oblique are split 
and not cut. Littauer always opens the peritoneal sheath of the ligament. He has 
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operated twenty-six times with good results, in some cases after operations on the 
uterus or appendages, but the operations are much too recent to claim ultimate 
success. The method is somewhat similar to Werth’s. E. H. L. 0. 


The Results of Treatment of Uterine Carcinoma. 

G. Kurern, Munich (Monats. f. Geb. u. Gyn., 1909, Bd. xxix, S. 710), with an 
operability of 40 per cent., has had a mortality of 16°1 per cent. in private practice 
and of 9°5 per cent. in the poliklinik after radical operations for uterine carcinoma. 
His absolute cures after 5 years’ observation were 3°6 per cent. No statistics as 
regards uterine carcinoma are of any use unless they give a candid account of the 
details in regard to each single case. Simple vaginal extirpation is seldom sufficient and 
should be abandoned for the extended method of vaginal operation or for abdominal 
section. But better results may be hoped for from the instruction of the midwives, 
the general practitioners and the public. J.J.M. 


Six Deaths after Palliative Measures in Carcinoma of the Uterus 

P. Zacuarias, Erlangen (Monats. f. Geb. u. Gyn., 1909, Bd. xxix, S. 858).—The 
measures adopted in these cases consisted in curettage and cauterization, or in 
curettage or excision for examination. In five cases infection supervened; in the 
sixth the uterus was perforated. When fever follows a test abrasion or test excision, 
Zacharias recommends that a radical operation should not be postponed, but that the 
extirpation of the uterus should be undertaken for the same reasons as in puerperal 

infection. 


Strangulated Hernia of the Ovary in an Infant; Operation; 
Recovery. 

F. W. Kennepy (Brit. Med. Journ., 1909, vol. ii, p. 1407).—An infant, aged four 
months, presented a hard, tender, well-defined lump, nearly as large as a pigeon’s 
egg, in the left inguinal region, extending into the labium of that size, and 
covered by dusky-red skin. Constitutional symptoms were absent. On incision a 
plum-coloured body was found in the inguinal canal. This proved to be the ovary 
and Fallopian tube engorged with blood and swollen to about the size of the adult 
organ. It was ligated and removed and the incision was closed, but a radical cure 
was not performed. Uninterrupted recovery ensued. Frank E. Taytor. 


Retro-Uterine Hematocele resulting from the Rupture of a small 
Hemorrhagic Cyst of the Ovary. 

JAYLE (Revue de Gynécologie et de Chirurgie Abdominale, March-April 1909) 
writes that, owing to the frequency with which intraperitoneal hemorrhage is 
associated with ectopic gestation, the importance of other causes of hematocele has 
been overlooked. Hemorrhage due to the rupture of a hematoma of the ovary is a 
very rare condition, but there can be no doubt that it does occur, and the loss may 
be so great as to cause death. 

A bibliography of 124 monographs consulted by the author is given. Among this 
number only 14 cases of hematocele which could be proved in an indisputable 
manner to have resulted from the rupture of a hemorrhagic cyst of the ovary could 
be discovered. 

Jayle describes in detail three cases which occurred in his own practice. During 
the course of an abdominal hysterectomy he removed one ovary; this was subse- 
quently found to contain a hemorrhagic cyst. Some months later a blood-cyst of 
the remaining ovary ruptured, necessitating its removal. The author states that in 
his opinion hemorrhagic ovaritis is a bilateral condition, and advises that when a 
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hemorrhagic cyst of one ovary is discovered the opposite ovary should also be 
removed, unless there is some very definite contraindication. 

Case 1. A nulliparous woman, aged 42 years, who during each of the last four 
menstrual periods had suffered from intense pain and tenderness in the lower abdomen 
accompanied with vomiting. The pain commenced while straining at stool, and in 
all probability was due to the rupture of a cyst at that time. On examination the 
uterus was found to be large, and there was evidence of pelvic peritonitis. The 
abdomen was opened and about three-quarters of a litre of blood was found in the 
pelvis. At first it was thought that this proceeded from the rupture of the sac of an 
ectopic gestation, but further examination showed that the source of the hemorrhage 
was a ruptured hemorrhagic cyst of the left ovary from which blood was then 
oozing. The tube and ovary were removed. The patient made a good recovery. 

The left ovary presented two small cysts which were lined by a layer of coagulated 
blood. On section the ovary appeared very engorged. 

Microscopical examination of the ovary showed that the cortex was for the most 
part normal, but at the periphery of the cysts the cells were increased in size and 
the nuclei were rounded. The tissue surrounding the cysts contained very numerous 
dilated capillaries which were here and there ruptured, the surrounding tissues being 
infiltrated with blood : in places the tissue had almost the structure of an angeioma. 

Case 11. The patient was 25 years of age. During an examination under chloro- 
form a cyst of the ovary was distinctly felt to rupture. The abdomen was immediately 
opened, and the engorged ovary, which contained a ruptured cyst, was removed. 
The patient recovered. 

Case 111. The author had removed an ovary and the uterus for fibroid. The 
ovary was somewhat sclerosed and contained a blood-cyst. A year later the patient 
was operated on for the cure of a ventral hernia, free blood was found in the 
peritoneal cavity, the source of which was a ruptured cyst in the remaining ovary 
which had obviously ruptured during the examination before the operation. 


A. Smita. 


Spontaneous Rupture of Pyosalpinx, producing Acute Diffuse 
Peritonitis. 

C. W. Bonney (Surgery, Gynecology and Obstetrics, November, 1909) was led to 
investigate this accident by the following experience :—A widow, of 38, had suffered 
from backache, pain in the right lower abdomen, profuse menstruation and a 
purulent vaginal discharge for several years. Double pyosalpinx was diagnosed and 
operation advised as soon as her general health was improved. The next period was 
unduly long, and was followed by increased pelvic pain. The right pyosalpinx was 
found to be larger. She was sent to bed. Next day she felt better; pulse slow; 
temperature normal. There was slight abdominal tenderness, but only in the right 
ovarian region. The following evening Bonney was hastily summoned. On returning 
to bed, from the toilet, the patient had experienced a sharp pain in the right iliac 
fossa, and had dropped to the floor. The pain had rapidly spread over the abdomen, 
and repeated vomiting and two chills had occurred. It was thought most probable 
that the appendix was adherent to the pyosalpinx and had perforated. The abdomen 
was opened 5 hours after the acute onset. Much sero-purulent fluid escaped. The 
appendix was normal. A large right pyosalpinx, with a rent in it, fully three-fourths 
of an inch long and half as wide, from which pus was still issuing, was removed. 
The fimbriated extremity was found completely closed. The peritoneal cavity was 
flushed with normal saline, and a drainage tube inserted at the lower end of the 
wound. The left side was not explored, as the patient was apparently in extremis. 
For 48 hours her condition was precarious. Ultimately she recovered. Bonney, after 
an exhaustive search, found records of only 31 such cases. Letters to 50 surgeons 
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elicited notes of 13 more. Details of these 44 cases are given, and from a considera- 
tion of these Bonney draws the following facts: The onset resembles that of other 
kinds of perforative peritonitis. In several cases a diagnosis of perforated appendix 
has been made. In most cases a correct diagnosis can only be made from the 
history of the case, as the condition of the patient prevents a thorough physical 
examination. The mortality in the 45 cases was 48°8 per cent. No case recovered 
without operation. Of 20 patients operated upon during the first twelve hours, 
six (30 per cent.) died. 

The following conclusions are appended :—(1) The accident is a very rare one. 
(2) In the severity of its symptoms it usually resembles other forms of perforative 
peritonitis. (3) It conforms to the general rule obtaining in such cases, that the 
earlier operation is performed the greater is the chance of recovery. (4) The 
prognosis is very grave, the mortality being 30 per cent. even in those cases operated 
upon within twelve hours. (5) It should be considered as the possible cause in all 
cases of acute general peritonitis, of obscure origin, occurring in females. (6) The 
proper treatment is immediate operation. It is not sufficient to simply open and 
drain the abdomen; the ruptured tube should be removed. In only one of the cases in 
which this was not done did recovery take place, and in that one two further 
operations were necessary. Mites H. PuHItuips. 


Primary and Secondary Cancer of the Fallopian Tube. 
Srecrriep Boxer (Monatsschr. f. Geb. u. Gyn. Nev. 1909) has prepared an 
instructive report, with a full commentary on three cases of tubal cancer illustrating 
the relation of that disease to different types of tubo-ovarian cyst and the way by 
which a malignant growth is disseminated. The distinction between implantation 
and extension through lymph-channels is plainly demonstrated; the author refers to 
von Franqué’s researches which showed what a share the lymphatic vessels of the 
tubal mucosa played in the spreading of malignant disease when the tube was 
cancerous. Boxer’s first case was, clinically speaking, a typical primary tubal cancer, 
though the patient was old—sixty-two years of age, in fact. Before the menopause 
(at 51) she had menstruated regularly, the show had always been very free. She had 
been once pregnant, when twenty-six years old. There was no history of leucorrhea 
or dysuria. For six months she had been subject to a reddish discharge, like 
water, in which meat has been soaked. [Watery discharge is actually recorded in 
27 of the 100 cases of primary cancer of the tube recently tabulated by the present 
reporter. The nature of the pains in this case is signficant.—Rep.] The discharge 
was fetid and became purulent. For three weeks crampy pains in the right iliac 
region occurred, radiating to the thigh and sacrum. Sometimes they were accompanied 
with a desire to pass a motion, whilst the act of defecation was painless. There 
was emaciation and anemia. A resistant mass, not clearly definable above on 
bimanual palpation, lay behind and to the right of the uterus. An attempt to reach 
the mass through the vagina failed, so it, a tubo-ovarian cyst, was removed by 
abdominal section. It was strongly adherent to adjacent structures, and the tubal 
portion contained a medullary growth, which apparently extended into the parametrium. 
The uterus was therefore extirpated with the cyst and the opposite appendages. It 
was not considered safe to attempt to dissect away the parametrium on the affected 
side, as the position of the ureter in the diseased tissue was uncertain. There was 
evidence of recurrence a month later, and the patient ultimately died at home, 
apparently within six months of the operation. Boxer describes the parts removed 
very minutely, adding excellent illustrations. The tubal portion was filled with a 
mass ccnsisting of papillary-alveolar cancer; in the ovarian part of the tumour a few 
tufts of this new growth were seen. There was evidence of infection of the endo- 
metrium and left Fallopian tube through the lymphatics. The microscopic appear- 
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ances of that tube, as compared with the new growth in the right tube, are shown by 
two photomicrographs. 


Boxer also dwells on a specimen of bilateral tubo-ovarian cancer removed by 
operation; unfortunately the history of this case was lost. Papillomatous cancer was 
found equally advanced in both tubes; as in the first instance, there were simply a 
few tufts of new growth in the ovarian part of the cysts. They represented, as in 
the first case, extension by implantation. Boxer cannot decide in which tube the 
cancer originally developed. The transference of the malignant disease to the 
opposite tube is a question of some importance. The author is of opinion that the 
study of a third case will throw much light on the subject. A sterile woman, 
aged 31, healthy and regular, was troubled by steady swelling of the abdomen for 
several months, slight sacral pain, loss of appetite and debility. The cervix was 
conical. A movable spherical tumour occupied the right half of the pelvic cavity, 
extending a hand’s breadth above the level of the symphysis. Its surface was smooth. 
Abdominal section was performed. There was a large cyst strongly adherent to the 
vermiform appendix, the omentum and the small intestine. The appendix was 
excised, and as the left Fallopian tube was distended and the corresponding ovary 
appeared cystic, the uterus was amputated through the supra-vaginal part of the 
cervix, the cystic right ovary and the left appendages being taken away entire with 
the uterus. The patient was in good health when last heard of, nearly two years 
after the operation. 


The parts removed were subjected to a searching examination by the naked eye 
and by the microscope. The tumour was a cyst of the right ovary, the right 
Fallopian tube was dilated and had acquired communication with the cavity of the 
cyst. The endometrium was healthy and the uterus showed no signs of any new 
growth or inflammatory change. The left Fallopian tube was dilated and tortuous, 
the left ovary enlarged by a few follicular cysts; it showed no evidence of malignant 
infection. 

The tumour proved to be a multilocular ovarian cystoma bearing papillary 
epitheliomatous growths; there was much solid matter at several points. Rounded 
collections of calcareous material were detected in the solid matter, and also in the 
substance of the papilla, even the lowest and smallest. The mucosa of the right 
Fallopian tube bore papillary excrescences; the tube itself was thickened by 
salpingitis nodosa. On microscopical examination the papilla on the mucosa bore 
the malignant characters seen in the solid growths within the loculi of the ovarian 
cyst, including collections of calcareous bodies. The new growth involved the tubular 
epithelial ingrowths developed by salpingitis nodosa. This complication led to 
infection of the connective-tissue spaces around the ingrowths which ran among the 
muscular fibres in the middle coat of the tube. The condition of the left Fallopian 
tube was remarkable. Near the isthmus its mucosa bore cancerous growths more 
advanced than in the right tube. A well-marked salpingitic ingrowth ran into the 
muscular coat. There were also distinct spaces extending to that coat almost up to 
the serosa which was quite free from new growths. The spaces, on the other hand, 
were filled with cancer, bearing calcareous bodies as on the right side. This without 
doubt represented lymphatic infection; the cancer had not reached the left tube 
through the uterus, peritoneum or left ovary. Thus this case was an instance of 
papillary p carcinoma originating, Boxer believes, in the right ovary. It 
extended into the right tube by implantation whilst it reached the left tube through 
the lymphatics. The tubular diverticula developed by salpingitis nodosa greatly 
aided the extension of the disease into the deeper tissues. It throws much light on 
the pathology of tubal cancer. The infection of the left tube in the third case may 
explain the bilateral tubal cancer in the second. Without doubt implantation is a 
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very common form of extension of cancer, and in the case of tubo-ovarian cyst the 
pathologist must be careful about deciding whether the primary growth developed 
in the tubal or ovarian portion of the cyst. It is, nevertheless, quite clear that the 
cancer may pass along lymphatic vessels to the opposite tube without infecting the 
uterus. Lastly, the tubular epithelial ingrowths extending into the muscular coat are, 
it would appear, products of chronic inflammatory processes, and it is evident that they 
favour the extension of cancer into the lymphatic system. [This tends to confirm the 
theory that cancer of the tube usually follows chronic salpingitis. A microscopic 
drawing representing a tubular ingrowth in primary tubal cancer will be found in the 
Reporter’s “Diseases of the Fallopian Tube” in Allbutt and Eden’s System of 
Gynecology, p. 509. Hoehne’s opinion, that they are the result of salpinigitis is given 
on p. 510.—Rep.] ALBAN Doran. 


Tubal and Twin Uterine Pregnancy: Normal Twin Labour six 
months after Operation. 


Bicuat and Marcwan (Revue médicale de ’'Est, Nov. 1, 1909) describe at full 
length a case of special interest in the already crowded annals of ectopic gestation. 
A young woman, aged 29, was seized with acute abdominal pains in the night of 
April 7, 1907. The last period had ceased on March 12. The pains were referred to 
the right iliac region, which was tender on pressure, the pulse was small and high, 
the temperature normal, and there was a tendency to syncope. This patient had been 
married since February, 1898. She aborted at the third month in August of the same 
year, after a long railway journey. In July, 1904, she was delivered of a child, a girl, 
at term; there was severe post partum hemorrhage. In September, 1905, she was 
delivered at term of another female child. From then till the attack of pain in 
April, 1907, the patient enjoyed uninterrupted good health. There was no history of 
gonorrheal or syphilitic infection. The patient’s doctor, called in when the attack 
occurred, gave an opium enema and applied warm compresses to the right iliac region. 
On the next morning the authors examined the patient. The uterus was distinctly 
enlarged and the cervix softened ; there was so much tenderness on pressure over the 
right iliac fossa that palpation was not practicable. The patient was kept in bed till 
May 7. No hemorrhages of any kind were observed, but there were several attacks 
of acute abdominal pain. The cervix became larger and softer, and a tender, some- 
what movable, well-defined body, as big as a hen’s egg, was detected lying to the 
right of the uterus. Extra-uterine pregnancy and tubal abortion were diagnosed. 
On May 7, 1907, the abdominal cavity was opened. About half a tumblerful of bloody 
serum was found in Douglas’s pouch; the uterus was enlarged as in the second month 
of normal pregnancy. A mass as big as a walnut protruded from the right Fallopian 
tube and adhered strongly to the ovary. The right appendages were amputated. 
The cavity of the sac contained nothing except a little clot. The authors register 
the case as a tubo-abdominal pregnancy, and believe that it had ruptured and bled 
from time to time, the ovum being lost or absorbed (? ampullar gestation ending in 
tubal abortion), 


Convalescence and the uterine pregnancy continued uninterrupted. On November 18, 
1907, labour pains began. Foetal heart sounds were audible at the fundus in the 
middle line and also lower down to the left of the umbilicus. On the morning of the 
23rd, at 9o’clock, a male child, weighing five pounds, was delivered spontaneously. 
The uterus remained very bulky and another bag of membranes presented. This was 
ruptured, and at 9-30a.m. another male child, six pounds in weight, was born. The 
placenta (which is not described in this report) came away spontaneously. The 
puerperium was uncomplicated and the twins were living and well when the report 
was written. ABAN Doran. 


5 
= 
‘on 
& 


60 Journal of Obstetrics and Gynecology 


Ruptured Tubal Pregnancy with Intra-Peritoneal Flooding. 

Doteris (La Gynécologie, Nov., 1909) has been consistently an advocate of 
immediate operation in cases of ruptured extra-uterine pregnancy. On this occasion, 
however, the patient was brought to Paris in a country cart after several days of 
bleeding, and was in so collapsed a state that Doléris allowed her to get over the 
depression of the journey before operating. The blood effused was estimated at a 
litre and a half at least, and the orifice through which it had escaped was not larger 
than a small pin-head. The paper is largely an apology for ordinary surgical 
principles after having enunciated an opinion that such cases should always be 
dealt with at once. E. H. L. O. 


Interstitial Pregnancy in a Fibroid Uterus: Conservative Opera- 

tion and Myomectomy. 
Freperick W. Jounson (Boston Med. and Surg. Journ., Dec. 2, 1909) operated on 
a patient, thirty years of age, in the third month of her second pregnancy. She had 
given birth to her first child seven months previously, and three months after the 
labour the catamenia appeared. There was then no show of any kind for about three 
months, when an irregular discharge of dark fluid and clotted blood set in and 
continued until the operation. The patient felt some discomfort, but there were no 
uterine pains. Johnson was able to detect distinct enlargement of the uterus caused 
partly by firm bodies and partly by a well-defined soft, tender mass occupying the 
region of the left cornu. There was distinct violaceous colouration of the vaginal 
mucous membrane. The curette brought away from the much-enlarged uterine cavity 
a large amount of tissue resembling decidua with some old blood-clots. Johnson 
performed an abdominal section, and found the uterus enlarged, soft, and studded 
with fibroids. It also bore a soft, bulging tumour in place of the left cornu and 
immediately internal to the insertion of the left Fallopian tube. The surface of the 
tumour, the tube and the mesosalpinx were of a deep violet colour from congestion, 
the right appendages were normal in appearance. The cornual swelling was very 
thin, the uterine walls being almost reduced to the serous coat. An incision was 
made superiorly, and a dead foetus, with the cord and placenta, extracted. The 
foetus, it seemed, had been dead but a short time. The operator made, with his 
finger, a hole through the uterine wall, opening up the true cavity of the uterus, and 
then closed the cavity of the tubo-uterine sac with buried catgut sutures, finally 
suturing the peritoneum. Three myomata were then enucleated. Convalescence was 
uneventful, and the patient was discharged from hospital on the eighteenth day. 
Doran. 


A Histological Peculiarity in the Ovular Membranes of Normal 
and Pathologic Pregnancies. 
CasTELui (Annali di Ostetricia, September, 1909) reported to the Tuscan Obstetrical 
Society researches he had instituted on the cellular elements of the ovular membranes 
in normal and pathological pregnancies. Some other investigators have found that 
there are in the interior of the villi two kinds of cellular elements—fixed connective- 
tissue cells and vacuolated cells—which, abundant during the first weeks of pregnancy, 
disappear towards its second half. Hofbauer holds that these vacuolated elements 
are analogous to Unna’s plasma cells. Castelli, after devoting special attention to the 
behaviour of the plasma cells, has arrived at the following conclusions :—(1) That, in 
the interior of the villi in their first period of development vacuolated cells are found, 
but not plasma cells. These are found instead tin the villi of more advanced 
pregnancies, and also at term when the vacuolated elements have disappeared. The 
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two elements, vacuolated cells and plasma cells, must therefore be regarded as quite 
distinct from each other. (2) That in the membranes of women with normal 
pregnancies, Unna’s plasma cells are scarcely ever found, but they occur in very great 
numbers in the membranes of women who have had pathological pregnancies. Their 
presence in the ovular adnexa is not related to the degree of development of the 
foetus, but exclusively to the existence, and perhaps to the degree of intensity, of an 
intercurrent morbid process. Castelli observed some cells which others have considered 
as transition forms between fixed connective-tissue cells and plasma cells. This view 
he cannot definitely support, but inclines to the belief that these cells may represent 
the reaction of the tissue to some particular inflammatory stimulus. J.H.F. 


Severe Eclampsia in Early Pregnancy: Recovery. 

A. S. Campsett (Brit. Med. Journ., 1909, vol. ii, p. 1466)—A_ primigravida, 
aged 30, when four and a half to five months pregnant, and who had complained of 
headache and slight swelling of the ankles for several weeks, suddenly became 
unconscious and began to twitch all over. In the next few hours there were ten 
fits, the patient being deeply comatose. The urine became practically solid on 
boiling. Morphine, croton oil, hot packs and chloroform were administered and 
labour was induced by the introduction of bougies by which the membranes were 
accidentally ruptured. Labour came on twenty-six hours after the last fit. The 
patient made an uninterrupted recovery, and the urine became normal. 


Frank E. Taytor. 


Hyperemesis Gravidarum. 

Max Ftescu, Frankfort (Muenchener m. Wehns., 1909, No. 41, S. 2115) has 
repeatedly admitted into his klinik patients with hyperemesis which had been treated 
in vain, with the intention to induce abortion or premature labour as a last resource. 
But in no case had he to operate; the patients invariably were able, after a time, to 
leave the hospital with their gestation undisturbed. He was forced to conclude that 
in the cure of many of these cases the essential factor was the cessation of sexual 
intercourse, and he has in several cases succeeded in terminating the vomiting of 
pregnant young women by giving suitable instruction to the husbands. That the 
continuation of sexual intercourse after conception may cause hyperemesis a recent 
observation has demonstrated to him with the exactitude of anexperiment. A woman 
in the 6th month of pregnancy had suffered for a fortnight from vomiting which she 
attributed to gastric disturbance independent of her condition. She consulted a 
gastric specialist, who, after some vain treatment, referred her to a gynecological 
colleague. In the first month of her pregnancy she had vomited repeatedly, but from 
the third month the vomiting ceased, and therefore, when it began again, she did not 
attribute it to her pregnancy. Her marriage had only taken place 14 days before she 
consulted the gastric specialist, and cohabitation was then resumed, and the vomiting 
recommenced, she could retain no food, headache and constipation complicated the 
ease, no aperients acted as they were not retained. Rest in bed, small doses cf 
bromide of sodium and the omission of sexual intercourse were promptly successful : 
there was no vomiting after 3 days, food and aperients were retained, and on the 
fifth day she was able to get up and resume her work. J.J.M. 


The Etiology of Graviditas Extramembranacea. 

F. Hornster, Cologne (Monats. f. Geb. u. Gyn., 1909, Bd. xxix, S. 830), in a case 
in which abortion was induced on account of profuse hemorrhages, found that the 
membranes formed on the foetal side of the placenta a dome-shaped projection, of 
which the upper segment was deficient owing to a circular defect 27cm. in circum- 
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ference. The membranes were shrunk. There was a placenta circumvallata, and it 
seems impossible that the foetus can have developed in the ovisac. In such cases the 
mother is not endangered, but the child runs the risk of its extremities being 
crippled for want of room. J.J. M. 


Ovariotomy and Myomectomy early in Pregnancy, with full time 
Delivery. 

H. Grap (Journ. Amer. Med. Assoc., vol. liii, p.. 1801, 1909) reports a case in 
which the following points arose :—The patient was a primigravida, married nine 
years, and extremely anxious to have a child. She was about two months pregnant. 
She was suffering from an ovarian cyst with a twisted pedicle causing acute symptoms. 
There were several fibroid nodules to be felt in the uterus. For a week previous to 
the onset of acute symptoms the patient had definite and frequent contracting pains 
of the uterus of a bearing down character. The operation was undertaken and the 
cyst was removed; the three fibroids in the uterus, varying from the size of a walnut 
to that of a lemon, were enucleated, the largest of the tumours extending deep into the 
uterine wall. After the operation a flow of bright blood from the vagina was noticed, 
but this ceased entirely 52 hoursafterwards. The patient made an uneventful recovery, 
and was delivered of a nine pound baby subsequently. In the discussion on this case 
Dr. Howard A. Kelly stated that though he had a number of successful myomectomies 
in pregnancy to his credit, yet: he preferred not to interfere, but to leave them alone 
and wait. C. Nepean LONGRIDGE. 


The Relation between the Time of Rupture of the Fetal Mem- 
branes and Lacerations of the Cervix Uteri. 

S. Cotyer (Brit. Med. Journ., 1909, vol. ii, p. 1455) considers that the degree of 
dilatation of the os at the time of rupture of the membranes determines for the 
most part the degree of laceration of the cervix. The dilating force of the bag of 
membranes continues until full dilatation of the os is attained, at which point in 
most naturally conducted normal cases of labour, spontaneous rupture of the mem- 
branes occurs. 

As the result of vaginal examinations in the puerperium in 233 cases he found 
that 5 per cent. more severe lacerations occurred in those cases in which, the cervix 
being clinically considered fully dilated, the membranes were ruptured, than in 
those cases in which the membranes ruptured spontaneously and the cervix was 
fully dilated. The percentage of deep lacerations was 45 in those cases in which 
the os was almost fully dilated, and only 12} in those in which the os was not 
more than a five shilling piece in size. He therefore considers that premature 
rupture of the membranes is by far the most important factor in the causation of 
cervical lacerations. 

The best results are obtained by leaving the patient to deliver herself until] 
towards the end of the second stage. The membranes should only be ruptured 
artificially when the indications are definite, and as a routine method for hastening 
labour, should not be practised. When necessary the best time to rupture appears to 
be when the os is about half dilated, and on no account should they be ruptured 
towards the end of the first stage. Further, when the os is nearly fully dilated the 
character of the pains gradually merges into that of the second stage and the best 
chance will be given to the membranes to rupture spontaneously at the critical time 
if the woman be advised neither to strain nor to bear down. Frank E. Tayzor. 


Feverish Labours and their Puerperal Prognosis. 
E. Wirz, Basle (Hegar’s Beitrdge z. Geb. u. Gyn., 1909), from an examination 
of 212 cases, 110 in primipare and 102 in multipare, concludes that the controlling 
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etiological factor in pyrexia during labour is the premature rupture of the 
membranes, and that the more tardy the labour the more unfavourable is the 
prognosis, and this whether the parturient is a primipara or otherwise. Tympany 
of the uterus is the most dangerous symptom in feverish labour; the height of the 
temperature, as a rule, gives little information as to the course the case will probably 
take, but a permanently accelerated pulse is a cause for anxiety. The prognosis is 
bad when the curves of pulse and temperature show the crux mortis. The danger is 
increased by an abnormally seated placenta. The less operative interference the 
better, but interference is indispensable when there is uterine tympany, when the 
temperature remains permanently above 39°, and specially when a high pulse-rate 
(over 120) and a prostrated general condition indicate severe infection. Wirz to 
some extent contradicts himself by concluding that the more conservative the attitude 
of the medical attendant, the more favourable is the prognosis. J.J. M. 


Spontaneous Post Mortem Delivery. 

J. B. Witkrnson (Brit. Med. Journ., 1909, vol. ii, p. 1406).—The body of a young 
woman was found floating in a warm water reservoir. It was taken to the mortuary 
and laid out. Decomposition had set in. Two days later it was noticed that a 
seven months child had been expelled, being still attached by the cord to the body. 
The body of the child was slightly discoloured, but that of the mother was quite 
black and putrid, and the abdomen was much distended with gas. 

Frank E Taycr. 


Meningocele Presentation. 

T. C. Brackwey (Brit. Med. Journ., 1909, vol. ii, p. 1282) delivered a primipara, 
aged 28, of a still-born child. Abdominal examination was indefinite on account of 
the amount of liquor amnii present. Vaginally, an indefinite mass was felt through 
the os. As labour progressed the mass became more prominent and had the feeling 
that the placenta gives. The whole hand was inserted, and both legs were brought down. 
The foetus was partially withdrawn, and the mass proved to be a meningocele, 
somewhat larger than a cricket ball, attached to the lower lumbar region. 

Frank E. Taytor. 


Momburg’s Anzmia of the lower half of the body in Obstetrics. 
F. Weer, Munich (Zentralbl. f. Gyn., 1909, No. 41) has employed Momburg’s 
indiarubber tube in 43 cases of post partum hemorrhage with very satisfactory 
results. The tube was applied for from 5 to 35 minutes. The indications were 
post partum atony, manual detachment of the placenta, deep lacerations of the cervix 
and hysterostomatomy (surgical incisions of the os uteri). The method was perfectly 
successful in 40 cases, unsuccessful in 3. No detriment or injury to the internal 
viscera was observed. J.J.M. 


The Conditions justifying the Interruption of Pregnancy and the 
Methods of ensuring it. 

Fritscu, Bonn (Viertelsjahrschrift f. gerichliches Med. u. 6. Sanitdtswesen, 1909, 
Bd. xxxvii, 2 Supplementheft), on the basis of many years’ experience, promulgates 
the view that interruption of pregnancy by a medical man is a perfectly justifiable 
operation which may be indicated in desperate cases of hyperemesis and in many 
cases of tuberculosis, especially those with laryngeal symptoms or with extremely 
unfavourable social surroundings. 

The dangers attending the operation undoubtedly depend on the method 
employed; the most hazardous method of all is rapid, forcible delivery after rapid 
dilatation, and this on account of the risk of profuse hemorrhage. 
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The method Fritsch employs is the dilation of the cervical canal, under stringent 
disinfection, by a suitable laminaria tent. In 24 hours the tent is removed from the 
woman in the lateral position, the vagina is washed out, and the membranes having 
been punctured, the liquor amnii is allowed to flow out through a catheter. The 
uterus, and it may be the ovisac, is then plugged with a long strip of iodoform gauze 
soaked in ichthyol glycerine. The uterus and vagina are washed out after the 
expulsion of the ovum. As a rule there is no more hemorrhage after 24 hours, so 
that the patients can get up and in 2 or 3 days leave the hospital. J.J.M. 


Delivery of Twins from a Double Uterus. 
H. Cramer, Bonn (Monats. f. Geb. u. Gyn., 1909, Bd. xxix, 8. 809), reports the 
following case: After the extraction of one child with the forceps there was profuse 
hemorrhage. The placenta was situated on the septum and was removed manually, 
but the bleeding went on. The other uterus was then emptied, and after the 
detachment of the second placenta, the hemorrhage ceased. An ovarian cyst, the size 
of an apple, was afterwards removed and the left tube extirpated, to avcid the 
repetition of such trouble. The case was of remarkable interest owing to the 
independent contractions of the two uteri, and the size of the pelvis, which was more 
capacious than usual. J.J.M. 


The Treatment of Rupture of the Uterus. 
Cur. Scuutte, Oelsenkirchen (Jfonats. ~. Geb. u. Gyn., 1909, Bd. xxix, S. 842), 
after a survey of the published statistics of rupture of the uterus, reviews the 
19 cases of the kind which have come under his own observation since the year 1903. 
One of these cases did not come under his care till the child had already been four 
weeks in the abdominal cavity; the woman ultimately recovered with several 
intestinal fistula, afterwards dealt with by operation; five other cases were in a 
condition of advanced sepsis, and these six cases deducted, he has had 13 which he 
received for treatment soon after the accident. Two of these were incomplete, one 
was treated by laparotomy, one by drainage; both made good recoveries. Abdominal 
total extirpation was performed; one woman, who had fainted several times before 
admission, died after the operation; the other 12 recovered. The ruptures were all 
in the lower uterine segment. Schiitte thinks that when the distance is not excessive, 
transport into a klinik can always be effected without material disadvantage. He 
insists that abdominal extirpation gives the best results. J.J. M. 


The Operative Repair of the Uterus, by the Vagina. 
E. Fax, Berlin (Zentralbl. f. Gyn., 1909, No. 41) describes two cases of laceration 
of the lower uterine segment, extending to some distance upwards, which he closed by 
vaginal operation. In the one case, a laceration extending into the left parametrium 
had occurred after version; in the other, in an eclamptic patient, deep bilateral tears 
into the parametria had resulted from forcible dilatation of the cervix by Bossi’s 
method. In future Falk will prefer Dihrssen’s vaginal Cesarean section in 
eclampsia. J.J. M. 


The Value of the High Forceps. 

F. Mrescuer, Basle (Hegar’s Beitrége z. Geb. u. Gyn., 1909, Bd. xiv, Heft 3), 
has collected from the most accessible statistics of labours in contracted pelves 
484 instances of the high application of forceps, and has arranged them according to 
the degree and kind of pelvic contraction and as affecting primipare and multipare. 
A more detailed description is given of 26 labours in normal and 25 in contracted 
pelves terminated by high forceps in the Basle Klinik between 1896 and 1908. On 
the facts set forth one must concur with the author, that the use of the high forceps, 
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under strict indications and conditions, is perfectly justified, indeed that frequently 
when the child’s life is in danger in seriously infected primipare, the high forceps 
alone can save that life, and is better than prophylactic version. In the more 
extreme degrees of contraction the results in primipare become rapidly more 
unfavourable. Even when the posterior parietal bone presents the high forceps give 
good results. But any attempt to apply the high forceps, in private practice before 
. proceeding to perforate, or in hospital practice before hebosteotomy or conservative 
Cesarean section must be made with extreme caution. An infantile mortality of 
30 per cent. is not appalling—for otherwise in private practice with which we are here 
concerned—the 70 per cent. of children born alive would have to be perforated. 
J.J. M. 

Extraction of the Foetus by Mueller’s Method. 

Lovricu, Budapest (Z’Obstétrique, Nov., 1909), gives the results of a second series 
of cases. In 1904 he published a first series of 237 cases, and in this paper 743 in 
addition. Mueller’s manceuvre is intended to bring down the arms in breech cases, 
and consists in swinging the breech as far back as possible and continuing traction 
until the anterior shoulder has been carried into the pelvic cavity below the 
symphysis: the foetus is then swung forwards and dragged down till the posterior 
shoulder is born; the foetus is then again swung backwards and the anterior shoulder 
is born beneath the pubic arch. The foetus accordingly traverses the pelvic cavity, 
not by its bi-acromial diameter, but by its short collo-acromial diameter. Lovrich is 
amply satisfied with this method as by it the woman is less exposed to risk than by 
inserting the hand into the vagina or uterus to bring down an arm. The presence 
of an assistant to exercise abdominal pressure is of use, but can be dispensed with. 
Lesions of the spine and other parts commonly ascribed to this method cannot be 
due to it, but to the subsequent extraction of the head. The method sometimes fails 
to bring down one or other arm, especially in small pelves. The recent literature is 
discussed. Veit is among the chief opponents of the manceuvre. E. H.L. 0. 


Suprapubic Czsarean Section. 

JEANNIN (Annales de Gynécologie et d’Obstétrique, Nov., 1909) discusses the 
operation at some length. Three methods have been tried :— 

(1) Trans-peritoneal. The skin incision is in the middle line as low as possible; 
the peritoneum is opened, but the general peritoneal cavity is cut off by sutures from 
the uterine incision. Frank, of Cologne, reported 7 cases in 1906. 

(2) Extra-peritoneal, the peritoneum being separated from below upwards. Sellheim 
reported 2 successful cases in 1908, and many German surgeons have followed him. 

(3) Extra-peritoneal, the peritoneum being separated from the side towards the 
middle line (Latzko and Déderlein). This is the method to be followed if an 
extra-peritoneal operation is attempted. Déderlein’s modification of Latzko’s opera- 
tion is as follows: The incision runs parallel with Poupart’s ligament from the 
anterior superior iliac spine to the outer border of the rectus. The bladder is 
distended with 150c.c. of liquid. The peritoneum is detached and the bladder pushed 
towards the middle line; the lower part of the uterus is then incised laterally and 
the child delivered in the ordinary way. 

The advantages claimed for the suprapubic method is that it enables Caesarean 
section to be performed with confidence in cases where repeated examinations have 
been made and asepsis is questionable, as the general peritoneal cavity is shut off 
from the operation area. Intestinal obstruction from adhesion to the uterine scar 
cannot ensue. Good vaginal and abdominal drainage can be obtained if desired. 
The danger of the uterine scar giving way during a subsequent pregnancy is less 
because the incision is low down. _Hemorrhage from the uterine incision is less 
than in the classical Cesarean section. 
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The operative difficulties in the trans-peritoneal operation are few, the greatest 
danger is that the stitches, by which the general peritoneal cavity has been shut 
off, may give way. 

In the extra-peritoneal operation the chief difficulties met with are hemorrhage, 
tearing of the peritoneum and laceration of the bladder. These are chiefly met with 
where Sellheim’s original method is followed. Hemorrhage from the vesical veins 
may be severe, and the attempt to perform an extra-peritoneal operation has been 
abandoned on several occasions for this reason (Fraipont, Uthmdller, Franz). 

Post-operative complications. As is to be expected from the type of case on 
which these operations are performed, all forms of septic trouble are frequent. 
The post-operative morbidity is given as 30 per cent. in 104 cases, and sepsis 
accounts for 25 per cent. of these. The remaining 5 per cent. comprise fistula, 
hematuria, etc. The mortality is 3-5 per cent. In 65 extra-peritoneal operations 
there were 2 deaths, and in 77 trans-peritoneal 3 deaths. Nearly all the deaths were 
from peritonitis. 

As an addition to the suprapubic operation in definitely infected cases, Sellheim 
performs what he terms delivery by “ utero-parietal fistula.” In these cases the 
uterine incision, instead of being closed, is stitched to the abdominal parietes, and 
thus free drainage is secured and no stitches connected the infected uterus with the 
peritoneum, 

Jeannin points out that this procedure is comparable with what is usually done 
with other infected hollow viscera, but the number of cases recorded is too small to 
be of value at present. CuirrorD WHITE. 


Extraperitoneal Czsarean Section. 

M. Srotz, Graz (Zentralbl. f. Gyn., 1909, No. 41) reports a case which perhaps 
should be described as extraperitoneal Porro operation rather than a Cesarean 
section. <A primipara, aged 35, with a flat, ricketty and extremely contracted pelvis, 
was already in labour when Stolz performed an abdominal extraperitoneal Cesarean 
section, making a longitudinal incision in the linea alba. The incision in the uterus 
was on the left side nearly parallel to the left edge of the uterus. After removing 
the fruit Stolz extirpated the uterus. In spite of some fever the mother ultimately 
made a good recovery; the child did well. J.J. M. 


Uterine Drainage in Czsarean Section. 

Covveraire (Ann. de Gyn. et dObstét., Nov. 1909) advises putting a loose 
plug of gauze in the peritoneal cavity after Cesarean section in those cases where 
the operation is performed before the onset of labour. It is removed per vaginam 
24 hours later. 


Bar recommends its withdrawal at the termination of the operation. Cc. W. 


Catgut in Cesarean Section. 
Hercotr (Ann. de Gyn. et d’Obstét., Nov. 1909), in an article on the choice 
of suture material in Cesarean section, condemns catgut. 
He gives details of a case in which deep suppuration ending in the formation of 
a utero-abdominal fistula followed the use of catgut in the uterine wall. The fistula 
closed as soon as the catgut came away. He mentions 3 other cases in which the 
uterine wound broke down. C.W. 


Operation for Ovarian Cyst, with Twisted Pedicle, complicating 
Pregnancy. 

S. Rusumore (Surgery, Gynecology and Obstetrics, November, 1909) reports one 

case, and reviews the literature of the subject. His patient was 32 years old, and 
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nearly four months advanced in her sixth pregnancy. Acute cramp-like pain, low 
down on the left side of the abdomen, was the first symptom. This was relieved 
by morphia given by her medical attendant, who, next day, sent her into hospital. 
A very tender swelling bulged the posterior vaginal fornix. Her pulse-rate was 90, 
and. temperature 99°. Two days later Rushmore opened the abdomen and removed 
from the pelvis a left-sided ovarian cyst, whose pedicle was twisted one and a half 
times. It measured 6X7X12cm.,and was of a dark purple, almost black, colour, and 
parts of its wall were almost necrotic. The Fallopian tube was also strangulated, 
and its vessels thrombosed. The tumour was a cystic teratoma, containing bone and 
hair. The patient made a good recovery, went to full term, and was delivered 
naturally of a healthy child. 

Rushmore has collected records of 113 similar cases. Short details of each of 
these are given, and various analyses made, with the following, amongst other, results : 
The symptoms of torsion arose during the first half of pregnancy in 80 per cent., 
during the 8rd and 4th months in 58 per cent. In 106 cases, in which the result is 
recorded, there were 6 maternal deaths. In 105 cases, in which the course of the 
pregnancy was noted, there were 25 interruptions; of these, 4 could not be traced to 
the operation. The danger of disturbance is less in the early months than in the 
later; thus: third month, 71 per cent.; fourth month, 19°2 per cent.; after the 
fourth month, about 30 per cent. Mites H. Puittips. 


Puerperal Fever. 
At tHe XVI. InrERNaTIONAL ConGrEss at Bupapest (Zentralb. f. Gyn., 1909, No. 40). 
O. v. Herrr (Basle) formulated 57 leading principles for the conservative treatment 
of puerperal processes which may be briefly summarized as follows—As yet no 
really effective fundamental treatment of bacteriemia has been discovered; some 
methods that have been tried seem to poison the entire system. The measures 
employed should be dietetic and physical with the object of inducing, if possible, 
hyperleucocytosis. | Collections of pus, especially in case of uncircumscribed 
(wandering) peritonitis must, of course, be opened. Whether the mortality can be 
diminished by ligature of the veins is a question not yet decided. 


E. Bum (Berlin) drew a distinction between general and local streptomycoses. 
In streptococcic endometritis his view was that any irritation of the uterine mucosa 
should be avoided. For the removal of the uterus, when indicated, he employed 
a technique by which he believed that any pollution of the peritoneum or the 

‘operation wounds, was avoided as far as it possibly could be. Septic processes in 
the adnexa should, if possible, be left untouched; operation, if absolutely necessary, 
should be by the vagina. An exploratory incision might be of use in diagnosis. 
Ligature of the veins was useless in acute streptococcic thrombophlebitis (pyzmia), 
but might save life in the chronic form. When the position of the thrombosis is 
ascertained the operation should be extraperitoneal. The seat for the ligature can 
only be determined by exposing the vein. All four veins may be tied without 
danger, but if only one side is affected the ligature should be placed on the common 
iliac vein. In a transperitoneal operation the vein should be divided with the 
thermo-cautery. Hysterectomy is useless in pyemia. 


Prinarp (Paris) exhibited tables showing the results of conservative treatment 
of puerperal processes for twenty-five years, during which the mortality and the 
morbidity in his clinic had been constantly decreasing. The treatment had been 
partly prophylactic, partly curative, and since 1896, in addition to intra-uterine 
irrigations, had consisted chiefly in serotherapy with Marmorek’s preparations. 

Barsony (Budapest) said that no great advances have been made in treatment 
and when fever has declared itself we have to trust to the curative power of nature. 
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It had, however, struck him many years ago that puerperal processes even of the 
most severe type often yielded to sublimate irrigation, and he was therefore led to 
try intravenous injections of sublimate, and had been rewarded with remarkable 
success. The patients in his klinik were kept absolutely at rest, with roborant 
treatment and vaginal irrigation, and only 2 out of 2,736 confinements were fatal 
from puerperal fever. Before any obstetric or gynecological operation Barsony now 
gives 3 milligrams of corrosive sublimate intravenously, and gives it also, prophy- 
lactically, in smaller doses to parturients. 


LatzKo (Vienna) said that in puerperal peritonitis operation should not be 
delayed, as most of the deaths were due to that complication; the indication 
for interference was given, not by the pulse but by the condition of the intestines. 
Out of 80 cases operated upon 17 recovered; in 13 the uterus was removed for 
metrophlebitis, and 5 of these 13 got well. Recovery may follow ligature of the 
veins even when a streptococcic thrombus has been cut through; the extraperitoneal 
operation is therefore better. All cases in which the temperature continues above 
39°C. for more than 24 hours, should be operated upon, especially if there be 
repeated rigors. Bacteriological examination is of no practical use. 

ScHMIDLECHNER reported that among 5,138 cases of labour in Professor Tauffer’s 
Klinik at Budapest, during the last five years, there had been only 2 per cent. of 
puerperal infection, only 1 per cent. infected in the Klinik. In retention of parts of 
the ovum, expulsion should be waited for: evacuation, when indispensable, should 
be by the finger. 


Orro von Herrr (Muenchener m. Wchns., 1909, No. 32, S. 1628), at the recent 
Congress of the German Gynecological Society, contrasted the results of an 
absolutely expectant treatment of the slighter forms of wound infection in childbed, 
as practised at Koénigsberg, with those of expectant treatment with suitable local 
measures and internal medications at Basle, where such slighter cases constitute 
775 per cent. of all puerperal affections. It would, he said, be a most important 
help to the private practictioner if these affections could be more promptly subdued 
by methods of treatment that could be carried out without any insuperable difficulty 
in any cottage. 

Spontaneous drainage of the uterus and of the vagina owing to the contractions 
of their muscular tissue, reinforced by abdominal pressure when the patient is not 
too rigidly kept in the supine position, is the most important physiological safeguard 
against the extension of infection to the neighbouring peritoneal cavity through the 
lymph and blood-vessels. This spontaneous drainage, of the uterus especially, is 
adverse to the retention of the discharges of the wounds, and, generally speaking, 
seldom fails unless the cervical canal is plugged by blood-clot or shreds of 
membrane, or unless its lumen is obstructed by inflammatory swelling, angular 
displacement or some similar cause, though in very severe infection the uterine 
musculosa may be paralysed. 

At the onset of any wound infection, especially one of the endometrium, the 
physiological protection of spontaneous drainage must be stimulated and fortified ; 
the best means of effecting this are ergotin: or, in more severe cases, secacornin 
hypodermically, with the stimulus of heat by means of vaginal irrigation. For eight 
years this principle of treatment has been observed in the Women’s Hospital at 
Basle, with much better results, as shown in tabular form, than those given by 
absolute non-interference at Kénigsberg. Reviewing more than 500 cases of simple 
wound fever of from one to two days’ duration, v. Herff concludes that such fever 
requires no local treatment; that the spontaneous drainage need not be stimulated 
unless there is reason to suppose that the fever has its origin in the cavity of the 
uterus, 
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Wound infection of the endometrium, with or without retention in the cavity, 
demands more active measures, for it is never certain that such infection may not, 
later on, pass into serious bacteriemia. Spontaneous drainage must be encouraged, 
and the results at Basle show that by this method the fever was not so high and, 
on the average, lasted only 3°2 days compared with 5°5 days at Koénigsberg. At 
Basle the treatment in almost all cases consisted in the administration of fluid 
extract of secale cornutum, or in severe cases, of secacornin, with hot vaginal 
irrigations twice a day. When there were alarming general symptoms the irrigations 
were given every three or four hours during the day with a long pause at night, 
and if the discharge was malodorous, aniodol or therapogen were used, alternated in 
some cases with aqua chlorata (1:3). In cases of retention of membrane, von Herff, 
like Kaltenbach, leaves the expulsion to nature, always, however, encouraging spon- 
taneous drainage in the way already described. The results at Basle were decidedly 
better than those of the purely expectant treatment at Koénigsberg. The fever was 
not so high and its average duration was only 16 compared with 3°0 days. 

Some distinguished obstetricans undoubtedly do remove retained membranes 
without doing any harm, but the proceeding is a serious one, most disagreeable 
to the patient, and not to be recommended to the general practitioner; he can 
always prescribe ergot and vaginal irrigations. 

Fragments of placenta, and placental polypi, must be removed if they cause any 
symptoms, especially hemorrhage; otherwise, as Winter recommends, they may be 
left to nature. In spite of irrigations before and after the removal, even with the 
use of gloves, serious and even fatal infection may be the result of interference. 
The removal should be effected under narcosis as rapidly as possible, with the finger, 
never with the curette. 

von Herff has practised écouvillonage, brushing out the cavity of the uterus, with 
the ordinary bottle brush of the shops, in a series of cases, all except one admitted 
with severe endometrical infection, and the results were not unsatisfactory. The brush 
brings away more deed and dying material than the gloved finger, without injuring 
the uterus like the curette, yet he cannot recommend the use of the brush 
unreservedly. Except for abortions in the first three months, he never uses a curette. 

Intrauterine irrigations are rarely employed on women delivered in the Klinik at 
Basle: 20 times in eight years, and 8 times without any good effect: their effect 
is purely mechanical and they do not destroy all the germs. 

When spontaneous drainage has been impeded, von Herff has used selene tubes 
of rubber or glass with good effect, but now employs the flexible =n tubes of 
Lemaire, which he warmly recommends. 

The few cases of puerperal abscess seen at Basle yielded to simple irrigation; 
the exceptional instances of gangrene to energetic disinfection with tincture of 
iodine or 50 to 90 per cent. solution of carbolic acid in spirit. In diphtheritic cases, 
and the still rare ones of hospital gangrene, salicylic acid is better. 

On the whole it appears that, with the encouragement of spontaneous drainage, at 
Basle 78 per cent. of all wound infections ran their course in less than three days, or 
90 per cent. of all cases of fever in childbed including those from extragenital 


causes. J. J. M. 


Hzmolytic Streptococci and the Prognosis of Puerperal Fever. 
Bonpy, Vienna (Monats. f. Geb. u. Gyn., Bd. xxix, S. 553), for the examination 
of the lochial secretion, employed the Schottmiiller blood plates. In 125 feverish 
puerpere he found typical hemolytic streptococci in 59 cases, and 51 times in pure 
culture; anemolytic streptococci in 7 cases only. The vast majority of the strepto- 
cocci found in feverish puerpere according to him exhibit typical hemolysis and that 
property therefore is quite unreliable as an adjuvant in prognosis. With a positive 
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result in the blood the prognosis still remains doubtful and even then hemolysis is 
no help in deciding on the prognosis and indications for treatment. It must be 
admitted that the hopes that the streptococci of childbed were to be distinguished in 
regard to their virulence have been disappointed. J.J. M. 


Treatment of Sepsis by Bacterial Vaccines. 
H. F. Hartwewt, E. C. Srreer and R. M. Green (Surgery, Gynecology and 
Obstetrics, September, 1909), in a report of 97 cases, include 18 cases of puerperal 
infection treated by bacterial vaccines. All of these 18 recovered. In 4, blood-cultures 
were made : one showed streptococcus pyogenes; one staphylococcus pyogenes aureus ; 
two were negative. In 15 a pure or nearly pure culture of the streptococcus was 
made from the cervix. In the majority an autogenous vaccine was used. In some, 
two different vaccines were used; thus, in one case, a culture from the uterus showed 
an abundant growth of pseudo-diphtheria bacilli with a slight growth of streptococci. 
Two blood-cultures were negative. The streptococcus could not be isolated, so on 
the 10th day a stock streptococcus vaccine was used. There was no improvement, nor 
any after four doses of streptococcus serum. On the 18th day she presented a typical 
picture of profound sepsis; she was inoculated with 100 million pseudo-diphtheria 
vaccine and three days later with 200 million. Marked improvement followed in 
the next thirty-six hours, and continued, after two more inoculations, to complete 
recovery. A short abstract of each case is given and the temperature charts are 
reproduced. Mixes H. 


Operative treatment of Puerperal Fever. 

Wormser (Gynecologische Rundschau, Jahr. iii, Heft 15). This is a record of all 
cases appearing in literature. Hysterectomy has been carried out in 291 cases. In 
acute septic cases hysterectomy gives a mortality of 69°4 per cent. 
the pelvic veins are involved the mortality is 68 per cent. 

When there is already general peritonitis, hysterectomy would seem to be contra- 
indicated, as the mortality is greater than when simple drainage is carried out. 

Removal of the uterus for retention of placenta shows a mortality of 37 per cent. 
and for suppurating uterine myomata complicating the puerperium, 23 per cent. 

Hysterectomy post partum gives a greater mortality than post abortum removal 
of the uterus during the first five months. 

Vaginal hysterectomy gives a higher mortality tae the . abdominal “method, 
51 per cent. as against 47 per cent. 

Hysterectomy, according to Wormser, from a study of at cases, is contra- 
indicated where general peritonitis or pyemia is present, but is indicated in cases of 


placental retention, suppurating myomata, perforation of the uterus and uterine 
abscess. 


In cases in which 


Suppuration in the tubes and ovaries occurring post partum would seem to be 
greatly benefited by drainage, especially when carried out per vaginam. 

Puerperal peritonitis, of which there are 177 recorded cases, with laparotomy 
shows a mortality of 38 per cent. Of cases in which vaginal incision and drainage 
was used, there was only a mortality of 11 per cent. 

Ligature of the veins in pyemia was performed in 51 cases with 32 deaths. 
E. Scorr CaRMICHAEL. 
The Treatment of Puerperal Infection. 

Barsony, Budapest (Z’Obstétrique, Nov., 1909) relates his experience of the 
treatment of puerperal infections by means of intravenous injections of sublimate. 
Working on the analogy of syphilis and other infective diseases, Barsony, twenty 
years ago, began to treat puerperal infections by intra-uterine injections of sub- 
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limate, from two to four times a day, and in grave cases even every two hours. 
He ceased treatment on the first indication of mercurial intoxication, but he observed 
that those cases did best which showed these signs of intoxication. Following on 
Bacelli’s publications on the treatment of syphilis by intravenous injections of 
sublimate, he began, fifteen years ago, to practise the same method. His predecessor, 
Kézmarszki, had tried and abandoned this line of treatment, because, he says, it 
was used only in cases already moribund. 

This paper is based on observations made during the last six years, and its object 
is to demonstrate that, granted the microbic nature of puerperal infection, treatment 
by medication is the form best adapted to enfeeble and kill the microbes and to cure 
the puerperal fever : it is not claimed that mercury is necessarily the best drug, but 
its action is well known and the dosage is easy. 

The largest doses are tolerated in the saprophytic forms of infection, while the 
most rapid reactions are seen in pyemia, and between the two come the lymphangitic 
forms. As mercury is badly borne by the lower animals the observations were 
made on women. In a well-established case of puerperal infection he injects intra- 
venously 5 milligrams of sublimate, and if the temperature does not come down a 
second injection is given of the same amount. On the first appearance of phenomena 
of intoxication the treatment is suspended till these have completely disappeared, to 
be renewed with smaller doses. In the first case quoted the woman recovered after 
receiving, without interruption, 28 injections, or 138 milligrams in all. After quoting 
cases in which large doses were tolerated—one centigram daily for a long period— 
he states that healthy persons do not tolerate such large doses, and if he gives 
sublimate prophylactically he does not go beyond 3 milligrams. Barsony goes, the 
length of saying that he has made up his mind to give such injections in his clinique 
to all the lying-in women. Local treatment he thinks for the most part harmful : 
intra-uterine injections are not administered except in saprophytic cases—where there 
is debris left, and in cases where the hand has been introduced into the uterus, but 
vaginal injections are used. Fulminating septicemia, such as is seen in criminal 
abortion, is intractable. Bacteriological examination—except for the determination 
of the presence of gonococcus—is unimportant. The results of blood examinations 
are reserved for a future paper as regards hemolysis, etc., but it is noted that in 
healthy women the injections of mercury increased the numbers of the red corpuscles. 
A slight degree of albuminuria is not a contraindication, but the treatment was with- 
held in cases of nephritis and of eclampsia. 


The treatment then consists in intravenous injections of sublimate and a 
washing with permanganate. Tables of the cases are given. E. H. L. O. 


The Blood-tight Uterus and its Influence on Involution. 


C. N. Loneripce (Brit. Med. Journ., 1909, vol. ii, p. 1459).—By the term “ blood- 
tight uterus” Longridge means a uterus which not only does not allow blood to pass 
through its walls, but one which is itself empty of blood and is actually anemic. 
He considers that this is the ideal condition to be aimed at in the management of 
labour and that Nature endeavours to attain this ideal condition. 

He believes that involution of the uterus may be considered as an acute autolytic 
degeneration of the muscular tissue. It takes place in two stages—a rapid and a 
slow stage. The rapid stage differs from the slow, in that in the former the uterus 
is practically anemic and the reaction of the tissue is acid, whereas in the slow stage 
the reaction is alkaline and the blood is slowly percolative through the vessel walls. 
The initial acidity is brought about by sarcolactic acid, and the transition from one 
stage to the other is marked by an increased excretion of nitrogen. 


Frank E. Taytor. 
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Placenta Previa and Cesarean Section. 

Artuur STEIN (Journ. Amer. Med. Assoc., 1909, vol. liii, p. 1895) reports a case of 
lateral placenta previa in a multipara in which he performed vaginal Cesarean 
section. Instead of pushing up the bladder and splitting the anterior lip of the 
cervix the posterior was incised and the child delivered by podalic version. The 
mother made an uneventful recovery, but the child was not saved. 


C. Nepean LONGRIDGE. 


Dystocia through Voluminous Fetal Lymphangioma of the Neck 
and Thorax. 

Gentit1 (Za Ginecologia, July, 1909) reports a case of dystocia due to the child 
having a large double lymphangioma extending over the left carotid, axillary, and 
mammary regions. The mother had come to hospital about a month before delivery, 
suffering from great edema of the abdomen and lower limbs. Feetal parts could not 
be detected on palpation, though the case seemed one of podalic presentation, and 
vaginal exploration confirmed the decision. With rest in bed the cedema disappeared, 
and labour was normal (podalic presentation) until fhe child was expelled to the level 
of its umbilicus. Then birth was arrested, fcetal heart sounds could not be detected, 
but the cord still pulsated. Traction was applied and descent on the right side 
occurred, the left remaining fixed. Exploring upwards on the left side a tumour 
was discovered, and by means of manipulation of the arms and more traction the 
child was born. Post-mortem examination showed that the tumour was cystic, the 
sac walls originating from the layers of tissue between the skin and muscles of the 
left pectoral and cervical regions. The cyst might evidently be classed as a congenital 
hygroma of the neck. It was noted that the liver was much enlarged and that the 
lower epiphysis of the femur was irregular. 

From consideration of the case it may be concluded (1) that though a congenital 
lymphangioma of the neck and thorax is a rare occurrence and sometimes an unim- 
portant one, since it generally occurs in prematurely born children and is of small 
size, yet it may, as in the present case, assume dimensions which seriously interrupt 
the course of birth. (2) The case confirms the statistics of other writers that 
congenital hygromata are more frequent in female than in male children. (3) Some 
have held that such tumours may be regarded as circumscribed elephantiases due to 
amniotic constriction, but taking into account the macroscopic and microscopic 
evidence in this case, it is more likely that the tumour represents a growth due to 
embryonic inclusions rather than to purely mechanical disturbance. (4) Although in 
this case there were sure signs of syphilis, the want of confirmatory discoveries in 
other cases does not justify the claim of a causal connection between the disease and 
the tumour. One can only direct the attention of future observers to the condition 
of the internal organs in similar cases. (5) Obstetrical treatment must aim at pro- 
tecting the mother from death or injury, but it should be remembered that it is 
possible to save the child’s life. Diagnosis is difficult before labour begins, but once 
established the most opportune intervention seems to be an immediate puncture of the 
sac. at its lowest point. Prolonged traction with forceps if the presentation be 
cephalic or with the hand if podalic may, it is true, be less dangerous for the mother, 
as the tumour may yield or burst without causing injury to’ the maternal organism, 
but such treatment definitely compromises the life of the infant. J. H.F. 


Feetal Monster: Double Derodyme Tribrach. 

TRIBONDEAU, Bordeaux (L’Obstitrique, September 1909), describes this monstrosity 
which he picked up exposed in a bottle at a show. The article is illustrated with 
photographs, radiographs and drawings of dissections. The name, taken from the 
classification of Saint-Hilaire, shews that it was a monster simple below and double 
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above: it had two heads with a third arm growing between them: the contents of 
the thorax were duplicated as also those of the abdomen as far down as the 
vicinity of the ileocecal valve. The genital and urinary organs were simple. The 
existence of a rudimentary posterior sternum in relation with four ribs is noted 
as not previously recorded. E. H. L. 0. 


Recent Théses de Paris. 
Recent Théses de Paris (mentioned in L’Obstétrique, September 1909). 

Considérations sur le contréle de l’élevage des nourrissons (sucklings) (on French 
law). Bourdeau de Fontenay. 

De Yopération césarienne dans les cas d’hématomes retro-placentaires graves. 
Duquet. Abdominal route: Porro if necessary. 

Contribution a l’étude des abcés du sein pendant la grossesse (mammary abscess in 
pregnancy : bacteriology). Aillet. 

Essai d’une prophylaxie de l’avortement criminel. Pfeiffer. An attempt to combat 
the increase in criminal abortion. 

Contribution 4 l’étude des grossesses développées dans les cornes utérines sans 
communication avec l’extérieur. Pérochon. 

Du réle des pouponniéres dans la lutte contre la mortalité infantile. Peraldi. 
(Infant hospitals or créches ?). 

La syphilis héréditaire congénitale et le spirochéte pale de Schaudinn. Girauld. 
Using a modification of Levaditi’s silver stain he found the spirochaete in two-thirds 
of the livers of foetuses born macerated; he found it scarcely ever in foetuses under 
six months and rarely in the placenta; he found it in the stroma of gummata of 
the liver. 

Néphrectomie et grossesse. Germain. Pregnancy is no contra-indication to 
nephrectomy and women may safely be permitted to become pregnant again. 

De la nécessité . . . d’obtenir le consentement de la femme pour pratiquer une 
operation... M. de Paoli. Medico legal. 

Considérations sur l’insuffisance d’alimentation chez le nourrisson. Filliozat. 

L’examen fonctionnel de la sécrétion biliaire chez le nourrisson. Quioc. Bile is 
normally secreted continuously as also in tuberculosis, but irregularly in most atrophic 
conditions and acute infections. 

Le pancreas et la parotide dans lhérédo-syphilis du fetus et du nouveau-né. 
Faroy. Pancreatite sclereuse and p. gummeuse, treponemata.’ Parotidite scleureuse ; 
gummata rare. 

Contribution 4 ’étude du stridor congénital des nourrissons. Moscoso. Stridor is 
a symptom of malformations, vegetations, enlarged thymus, etc. 


Thése de Nancy. 


Contribution 4 l'étude des fongus de l’ombilic chez le nouveau-né et chez l’enfant. 
Florentin. Granulations; diverticular from vitelline duct; urinary from urachus. 


Théses de Toulouse. 

Le lait et le bacille de la tuberculose. Sentein-Sipiére. Tuberculosis from cows’ 
milk. 

Contribution aux consultation de nourrissons. R. Sans. 

La grossesse et l’accouchement chez les grandes multipares. Mlle. Ribeyre. Study 
of conditions in women who have borne at least (6) six children. 

La diminution de la natalité en France. Périé. Must return to Christian ideals. 

Syphilis post-conceptionel tardive. David. May be conveyed to fcetus. 

Indications et contre-indications de l’operation césarienne conservatrice actuelle. 
Larnaudie. E. H. L. 0. 
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REPORTS OF SOCIETIES. 


ROYAL SOCIETY OF MEDICINE. 
OBSTETRICAL AND GYNZCOLOGICAL SECTION. 


Meeting held Thursday, December 9, 1909, the President (Dr. H. MacnavcHton- 
Jones) in the Chair. 


Dr. Puitip D. Turner, of Ryde, read a paper on 


ABDOMINAL HysTERECTOMY SIXTY-THREE Hours AFTER LABOUR FOR A NECROSED AND 
SupPuRATING SuB-PERITONEAL FIBROID. 


A married woman, nullipara, aged 32, sought advice on March 22, 1909, on account 
of a hard lump which she had noticed in the left side of her abdomen for about a 
fortnight. Her last menstrual period ended on January 18, and the ordinary 
symptoms of pregnancy were present. There was a firm, elongated, freely movable 
tumour lying on the left side of, and attached to, the uterus, which was about 
two months pregnant. It was thought to be a pedunculated fibroid, and on April 8 
the abdomen was opened, and the fibroid found to be attached to the uterus by a 
very broad base; as it was not considered likely that it could be removed without 
terminating the pregnancy, or without considerable risk, and as its position on the left 
angle of the fundus was not likely to allow it to interfere with the course of 
pregnancy or labour, it was decided to allow the patient to go on to term and to 
perform myomectomy later on. 

Till about the seventh month the pregnancy was normal; but from that time she 
had pain in the region of the fibroid after any exercise. 

Labour commenced on October 26, but full dilatation was only reached at 9p.m. 
on Oct. 29. Throughout the labour the pain was most severe over the fibroid. 
The second stage was short and, towards the end, precipitate. The child was born 
at 11-45, and there was rather sharp post partum hemorrhage, and on introducing 
the hand to remove the placenta and membranes a very small intra-mural fibroid in 
the anterior wall, and a somewhat larger submucous one near the right cornu, 
were discovered. The pulse after labour was 86. 

On the morning of the third day the bowels had been well opened, but the patient 
was looking ill and anxious. The region of the tumour was very tender, and the 
pain in it had kept her awake the greater part of the night. The whole abdomen 
was somewhat tender, the temperature 100°2°, pulse 126. The lochia were almost 
absent, represented by a little clear serum only. There was a rather extensive 
superficial slough on the lower part of the vaginal wall on the left side. In view 
of a steady and progressive rise in the pulse-rate, combined with increasing pain and 
tenderness over the tumour, immediate operation was decided on, and carried out, 
63 hours after the birth of the child; the uterus being removed by Doyen’s method. 
The convalescence was without incident. The pulse for five days did not fall below 
120, and was at times as frequent as 140. 

Description of parts removed. The specimen consists of the puerperal uterus with 
a tumour about the size of the head of a three months’ baby, slightly ovoid in shape, 
which has grown from the left angle of the uterus in front of the broad ligament. 
The round ligament comes over the back of the base of the tumour. On slitting up 
the uterus, its cavity is found to run up into a pocket two inches deep on the inner 
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side and to the back of the tumour. There is a small submucous fibroid, the size of 
a shelled walnut, near the right cornu on the anterior wall. A second, still smaller 
interstitial fibroid, is situated about the middle of the anterior wall. The lining 
membrane is shreddy, but not unhealthy looking. The placental site is on the 
anterior surface extending to the fundus; but not including the pocket. On incising 
the tumour there was a gush of excessively foul and stinking pus. The tumour is 
almost entirely converted into an irregular cavity lined and trabeculated by yellowish 
grey opaque slough. This is bounded by a layer of apparently normal fibroid, which 
on the side nearest to the uterus is three-quarters of an inch thick, while at one 
point of the incision it is less than one-tenth of an inch, so that the slough is 
covered by very little more than the peritoneum. 

With regard to the treatment pursued, the only alternative would have been to 
do a myomectomy or hysterectomy at the first operation. The former would certainly 
have terminated the pregnancy; and, considering the usually normal course of 
pregnancy, labour and purperium in such cases, would have constituted the more 
serious danger. A fortiori hysterectomy would have been entirely unjustifiable. 
After labour the symptoms did not leave any alternative. 

In the discussion, Dr. Lewers said that where acute symptoms arose after labour 
complicated by the presence of uterine fibroids, it was only in exceptional cases, such 
as the present, that hysterectomy was required. He referred to a case of labour at 
the eighth month complicated by fibroids he had recorded in which the patient had 
a rigor and high temperature a few hours before labour, and the temperature 
remained more or less high for 74 weeks after delivery. Then a fibroid, the size of 
the fist, was expelled from the uterus with 15 0z. of extremely fcetid pus, the patient 
making a good recovery. This patient was extremely anxious to have a living child, 
and unfortunately the child on the occasion referred to was stillborn. She was now 
pregnant again, and about to be re-admitted into the London Hospital for her 
confinement. There were still other fibroids in the uterine wall. When she was 
acutely ill after her last confinement, he had several times considered the question of 
hysterectomy, but had decided to defer it as long as possible, and the event had 
justified the expectant treatment adopted. 

Mrs. Boyp thought that cases reported to the Section on previous occasions did 
not bear out the view that abortion would certainly have followed myomectomy. 

Dr. Hersert Spencer congratulated the author on his successful treatment of the 
case. To have removed the tumour during pregnancy would have entailed great risk 
of abortion, and would have left behind a submucous tumour much more likely to 
cause trouble than the subperitoneal growth, suppuration in which was a very rare 
occurrence. It had been happily dealt with by Doyen’s total hysterectomy, which 
presented great advantages in these puerperal cases. He thought the suppuration 
occurred as the result of infection in removing the adherent placenta; no doubt the 
tumour had previously undergone necrobiosis. There was evidence of infection in 
the slough in the vagina, and a section of the small submucous myoma at the fundus 
showed it to be deeply congested and inflamed. 

Dr. Tate referred to a case of suppuration in a uterine fibroid, clearly due to 
infection at the time of delivery, which he operated on in October, 1906. Seven 
months previous to the operation the patient had a stillborn child at the eighth 
month. Subsequently a parametric abscess formed, and burst into the vagina. The 
patient continued to have a hectic temperature and steadily lost flesh. The fibroid 
tumour, which was of small size at the time of the confinement, steadily increased in 
size and was very tender. At the time of the operation abdominal hysterectomy was 
performed, the tumour being as large as a seven months pregnancy, and on incising 
it after removal three and a half pints of stinking pus were evacuated, with a large 
sloughing mass of fibroid in the centre. 
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The PresipENT said there were two important questions raised in this case 
First, was the course pursued in the early period of the pregnancy the right one, 
and justified by the exploration of the tumour? Secondly, was the total hysterectomy 
called for under the conditions present after the labour? On both these points he 
was quite in accord with the treatment pursued. The ample discussion which they 
had had during the last session in the Section showed that the plan of non-interference 
in similar growths during pregnancy was by far the wisest and safest for the woman 
and child. He also felt that the subsequent radical step taken, in face of the 
infective signs and symptoms, was the only course open to Dr. Turner. As to the 
examination of the tumour for the presence of pus—the stench disclosed at the time 
was to him (the President) sufficient evidence of the septic and infective nature of 
the tumour. 

In reply, Dr. Turner said that he did not think that there was any possibility 
of the patient’s recovery by natural means. In reply to Dr. Routh, he agreed that 
infection at the time of labour might account for the acute symptoms; but that the 
necrosis and breaking down of the slough much have occurred during pregnancy ; 
as such extensive and advanced changes could not have occurred within sixty-three 
hours. In reply to Mrs. Boyd he said that his statement that myomectomy would 
inevitably have produced abortion was perhaps too absolute; but that the risk was 
certainly greater than he would have been justified in undertaking. 

The discussion on Dr. Turner’s paper was followed by a short paper on a case of 


Cystic Tumour oF THE Ricut Broap LIGAMENT SPRINGING FROM THE UTERUS, AND 
APPARENTLY DEVELOPED FROM GARTNER’s Duct, 
by H. N. Lewers. 

H.M., a primipara, xt. 47, was admitted into the London Hospital on March 24, 
1909. 

Present illness. On admission she complained that for the last month there had 
been frequency of micturition during the day, and that she had been unable to empty 
the bladder properly in the morning. For about the same time she had also noticed 
a swelling in the lower abdomen, and had pain and flatulent distension after meals. 

Physical signs. On examining the abdomen a fluctuating tumour was felt rising 
from the pelvis to a height of one inch above the umbilicus. It was fairly central in 
position. On vaginal examination the vaginal portion of the cervix could only be 
reached with difficulty. It lay high up, and to the left. A tense swelling, which 
seemed to be continuous with the tumour in the abdomen, was felt bulging down 
the vaginal roof and right lateral fornix. 

Operation, March 26, 1909. The abdomen was opened in the usual way, and the 
cyst, covered by the anterior layer of the right broad ligament, came into view. It 
was punctured, and about two pints of thick, chocolate-coloured, odourless fluid 
escaped. The partially collapsed cyst was found to lie in the right broad ligament. 
It partly overlapped the anterior surface of the uterus, extending in that direction 
nearly to the middle line. The right tube and ovary were normal, and lay behind 
the cyst, the posterior peritoneal layer of the broad ligament intervening. The 
bladder was drawn up, and lay in close relation to part of the anterior surface of 
the cyst. 

Enucleation was easy in every direction till the right side of the uterus about 
the level of the internal os was reached. Here the cyst was firmly attached to the 
uterus by a pedicle of uterine tissue, about an inch in diameter. This was divided 
with scissors, and during the process several small loculi the size of a pea were 
opened. The contents of these looked like thick, yellow pus; closer examination 
showed the material to be inspissated mucus, the cavities in question being lined by 
a secreting surface. Several large vessels were cut across when dividing the pedicle. 
The deeper part of the cyst extended much more deeply downwards than is the case 
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with ordinary broad ligament cysts, and it was in close relation with the vaginal wall 
on the right side, below the level of the vaginal portion of the cervix, for a distance 
of at least an inch. Nothing was seen of the right ureter during the enucleation. 
The left uterine appendages showed signs of chronic inflammation, and were removed. 
The uterus was retroverted, but was otherwise normal. The patient made an 
uninterrupted recovery. 

The removed cyst, collapsed and shrunken after immersion in 5 per cent. formalin, 
measures 6 by 4 inches, but in the recent state was the size of an adult head. 
On the outer surface of the cyst are seen two smooth bosses, the size of marbles. 
There are two small cystic cavities not communicating with the main cyst; one of 
them has been laid open, and a section taken through its wall. The other remains 
intact. 

The microscopic examination supports the view that the tumour represents a 
collection of dilated ducts and cysts in the uterine wall, probably arising from the 
intra-uterine portion of the Gartnerian duct. 

In the discussion that followed Mr. Atpan Doran referred to Unterberger’s 
remarkable instance of a bilobed cyst of the right Gartner’s duct, in which there were 
apparently two cysts, and on pressure on the left tumour sanious watery fluid issued 
from the os externum. The tumour was so intimately connected with the supra- 
vaginal part of the cervix that the uterus was removed as well. On dissection, 
however, it was found that the right one of the two cysts had a well-formed duct 
which ran through the wall of the cervix opening into its canal, whilst the left one 
also had a duct, but it opened into the right duct passing behind the cervix. In this 
case the ducts were saved, but unfortunately the patient was lost; in Dr. Lewer’s 
case the patient recovered, but the cyst had been dissected off the uterus, and the 
ducts were therefore cut through. But in Unterberger’s case there was long-standing 
infection before operation, the contents of the cysts being fetid, and in that 
exhibited there could be little doubt that it was homologous to Unterberger’s tumour. 

Dr. Amanp Rovrs alluded to five cases of cysts developed from Gartner’s ducts, 
which he had described in a paper read before the Obstetrical Society in 1894. 
(Obst. Soc. Trans., vol. xxxvi, 1894, p. 152.) His own case and those of Watts and 
Veit were cases of communicating vaginal and broad ligament cysts. In another, 
Milton’s, Gartner’s duct opened on to the antero-lateral wall of the vagina, and in 
Lawson Tait’s case, both Gartner’s ducts opened out in the vestibule on either side 
of the urethral orifice. In the latter cases probes could be passed into the broad 
ligament regions. He knew of no means of deciding whether a parovarian cyst was 
developed from one of the vertical tubules of the parovarium, except from the way 
that the former tended to burrow also along the antero-lateral wall of the vagina. 
He asked for more evidence that Gartner’s duct habitually entered the uterine 
substance. 

Dr. DrummMonp Maxwett said that as Registrar to the Hospital, he had had the 
opportunity of examining the tumour, which at first sight had appeared to be an 
intra-ligamentous fibroid ,undergoing cystic degeneration. It was only when sections 
were taken from its walls that its interesting origin was suspected, and he thought 
the evidence of the accompanying micruscopic sections warranted the view that the 
tumour was of developmental origin, and arose in the intra-uterine portion of 
Gartner’s duct. 

Dr. Boyp was interested in the observation that the ureter was not seen In a 
similar case of tumour, where a large cyst presented in the abdomen and burrowed 
deeply into the recto-vaginal septum down to the pelvic floor, wrapping the uterus 
round so that it appeared both in the anterior and posterior vaginal vaults, the ureter 
was stretched out over the outer abdominal surface of the cyst. 

Dr. Lewers thanked Mr. Doran for giving him the reference to Unterberger’s 
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case. It seemed to be a similar one to that recorded in his own paper. Unfor- 
tunately, Unterberger’s case had ended fatally, and this seemed probably to have 
been due to his first attacking the tumour ineffectually from below, and later on 
having to deal with the tumour from above. Dr. Lewers thought it best to remove 
tumours of the kind by the abdominal route, as he had done in his own case. With 
reference to Dr. Routh’s remarks, Dr. Lewers did not think he had quite appreciated 
the facts that the wall of the cyst was formed of uterine tissue, that it was 
connected by a stout pedicle of uterine tissue to the uterus at the level of the internal 
os, and that the small secondary cysts in the wall of the main cyst were lined by 
columnar epithelium. 


NORTH OF ENGLAND OBSTETRICAL AND GYNAICOLOGICAL SOCIETY. 


Meeting held at Sheffield, November 19, 1909, Dr. J. W. Martin (Sheffield), 
President, in the Chair. 


Dr. A. Donatp (Manchester) read a report of 
A Case oF WERTHEIM’s OPERATION FOLLOWED BY URAMIA, 

which will be published in full in the Journat. 

Dr. H. Brices (Liverpool) recorded a case in which he had 

REMOVED A PyosaLPInx, 

on account of pelvic pain of a month’s duration, from a patient two months advanced 
in her second pregnancy. Three weeks had since elapsed without any sign of 
disturbance of the pregnancy. Dr. Briggs also mentioned another case in which, 
three years ago, the patient was advised to have an operation for the removal of a 
left pyosalpinx; she improved; two children had been born since that time. A 
return of the old symptom, acute pain, had kept her in bed, under the care of the 
doctor, at frequent intervals during the last nine months. Recently a left pyosalpinx 
and adherent ovary had been removed by the abdominal route. 

Mr. Perctvat E. Barser (Sheffield) read the notes of a case in which he had 
performed 

Totat ABDOMINAL HYSTERECTOMY FOR PLACENTA PR2&vIA CENTRALIS. 

The patient, a quartipara, had been losing for a week before admission to hospital. 
Vaginal examination caused profuse hemorrhage, which necessitated plugging the 
cervix and vagina. She was blanched and apparently moribund; the pulse-rate was 
140, and the temperature 97°. The uterus, containing a dead full-time child, was 
removed, two pints of saline being at the same time infused intravenously. All 
vessels were carefully clamped before they were cut, and little or no blood was 
lost. The patient made a good recovery. 

Dr. Lioyp Roserts (Manchester) showed a 

Uterus removed for Malignant Disease of the Corpus. 

It was found to contain a fibroid polypus, which was invaded at its base by 
glandular carcinoma arising from the adjacent endometrium. The apex of the 
polypus was quite free from malignant disease. The patient was a multipara, 
aged 65, who had ceased to menstruate for 15 years. Floodings, accompanied by 
severe pain, had occurred on three occasions during the previous three months. There 
was never any leucorrheeal or purulent discharge between the hemorrhages. 

Mr. Perctvat E. Barser showed a 

A Full-time Secondary Abdominal Gestation Sac and Fetus. 

The patient, a quintipara, aged 34, menstruated normally in January, 1909. This 
was followed a week later by a flush of blood. In February she had a sudden attack 
of right-sided pain (pelvic) with feeling of faintness. There was no vaginal loss. 
The pain has continued ever since. She thought herself pregnant, but knew that 
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“she wasn’t right.” She did not remember the date of quickening. Fetal move- 
ments were very violent up to six weeks before admission, when they ceased. There 
were no spurious labour pains. 

On Examination.—The abdomen looked much like a normal pregnancy, but rather 
more prominent centrally ; circumference 354 inches. At the umbilicus the softened 
fostal head could be felt, and the sutures directly made out. Below it and to the 
right was a firm mass thought to be placenta. No foetal movements or sounds could 
be detected. The cervix was slightly softened, and ran up to the mass thought to be 
placenta. The external os was patulous. 

Operation—The abdomen was opened by a central incision. The tumour was 
adherent to the parietal peritoneum by soft adhesions. The hand was introduced 
and swept over the tumour in front and laterally to allow of its delivery. The 
omentum was adherent at the top; the intestines, adherent behind, were red and 
injected. The appendix also was adherent and was divided close to its base. In 
separating the left-sided adhesions, the amniotic cavity was opened, and some 
brownish fluid escaped. There was no free fluid. The child was lying in its 
membranes, and was subperitoneal. The left tube and ovary were normal. No trace 
of the right tube and ovary could be found. The uterus merged into the left and 
front of the lower pole of the tumour. It was impossible to distinguish the line of 
junction. The peritoneum was stripped off the ovary, and the left uterine artery 
was clamped. The cervix was divided about the level of the internal os. The right 
round ligament was tied and divided, and the right uterine artery clamped. The 
vessels on the right side were very large. There was a considerable raw area which 
was closed in by a purse-string suture. The pouch of Douglas was unusually deep, 
and the utero-sacral ligaments very tense. The patient did well. 

Dr. J. E. Gemmety (Liverpool) showed a 

Specimen of a Soft Solid Mesenteric Tumour, 
about the size and shape of a full-time foetal head, encapsulated, with contents 
analagous to brain tissue. 

The microscopic sections showed advanced degeneration, and in these areas the 
only nuclear staining is found in the small round-celled deposit which penetrates the 
growth. There is a large amount of golden pigment scattered throughout. Where 
the nuclear staining is still present, the intimate relation of the new growth to the 
blood-vessels is very marked. Each vessel is surrounded, or rather, transformed into 
a thick cylinder of sarcomatous cells. A suggestion of the radial arrangement seen 
in perithelioma is evident. The areas of degeneration are also in favour of a 
peritheliomatous origin, and the deposit of pigment is strong evidence of endothelial 
activity. 

Mr. Ricuarp Fave. (Sheffield) showed a 

Round-celled Sarcoma of the Vagina, 
which had been removed from a single woman of 25. The hard nodular growth, of 
the size of a large walnut, was situated at the lower end of the vaginal wall. It was 
easily shelled out of a sort of capsule, and removed with the overlying adherent 
vaginal mucous membrane. It involved neither the bladder nor the urethra. 

Sir Witt1am Srncratr showed Long Sea-tangle Tents, six or seven inches in 
length, suitable for the induction of labour. 
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REVIEWS OF RECENT BOOKS. 


Rerort or THe Maternity DeparTMentT oF St. Mary’s Hosprrats, MANCHESTER, 
1908. 


We have read with much interest this Annual Report of the Maternity Depart- 
ment of St. Mary’s Hospital, Manchester, and we congratulate the Hospital on the 
increase of the number of cases for the year. The total number of patients treated 
in the Indoor and Outdoor Departments of the Hospital was 3,735, and we 
sympathise with the Medical Officers in the restricted accommodation that they have 
have for indoor patients. There were only 341 patients treated in the Hospital. 

A large number of interesting tables are given, 25 in all, enumerating the different 
complications of pregnancy, labour and the puerperium. One of the most complete 
of these is the table of the cases of eclampsia, 14 in all; the death-rate in these cases 
was 35°7 per cent. As regards the treatment of these cases, it varied greatly, some 
being treated entirely on medical lines, saline infusion, croton oil, packs, diaphoretic 
mixtures; in others manual dilatation of the cervix, and in one vaginal hystero- 
tomy were employed. With the latter treatment the patient, who was evidently 
extremely ill, made a most satisfactory recovery. 

Another group of cases which shows a high death-rate, are cases of Cesarean 
section; this operation was performed 23 times; three of the patients died, a 
mortality of fully 12 per cent. The interesting feature of these fatal cases is, that 
in all of them attempts have been made to deliver before admission to the Hospital 
(there was no fatality amongst the untouched cases). We have always insisted upon 
the great danger of performing this operation in cases interfered with outside the 
Hospital, and we find that the authors of this report state “these results show the 
gravity of the operation after attempts at forceps delivery have been made.” 

The results from induction of labour were by no means satisfactory; there was 
an inimediate foetal mortality of 36 per cent. Much more satisfactory are the 
results from spontaneous delivery of contracted pelvis, in all 14 such cases. Only 
one child was born dead, and in that case the infant was only 28 weeks, so that it 
could hardly be counted. In this group the lowest diagonal con. was 3}in., and a 
child weighing 64]bs. was born alive. In 15 cases where the pelvis was practically 
the same size and forceps was employed there was a foetal mortality of 26 per cent. 

Three very interesting cases of rupture of the uterus are recorded, in all of which 
recovery took place; two of them were complete, one incomplete; two were treated 
with gauze packing, and one by hysterectomy. 

There were no cases of pubiotomy or symphysiotomy recorded. The other compli- 
cations call for no special mention. 

The morbidity, according to the B.M.J. standard, was 16°8 per cent. 


J. M. M. K. 
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